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OPENS 
THE DOOR 


to more 
successful 


psychotherapy ........ Serpantay 


Ataractic Therapy for 
NEURO-PSYCHIATRIC CONDITIONS 


Supplied in 0.1 mg., 0.25 mg., 0.5 mg., 1.0 mg., 2.0 mg., 
3.0 mg., 4.0 mg., and 5.0 mg. compressed, scored TABLETS 
Also available in 2 mi. AMPULES containing 5.0 mg. or 10.0 
mg. for parenteral administration 


Write for samples, literature. 
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Usual Dose: | tablet, t.i.d 


Wijeth 


Philadelphia 1, Pa 
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Lumina! and Luminal Sodium —time-tested, effective dampers of 
cortical overactivity — control emotional turbulence, restlessness and 
hyperirritability promptly and for prolonged periods. 


FOR ORAL USE: 
LUMINAL OVOIDS 
Distinctive Sugar Coated Oval Shaped Tablets 
Easy Color Identification of Dosage Strength 
e grain (yellow) 
e 14 grain (light green) 
e 11% grains (dark green) 
LUMINAL ELIXIR (14 grain/teaspoonful) 


FOR PARENTERAL USE: 
... LUMINAL SODIUM 
Hypodermic Tablets of 65 mg. (1 grain). 
Ampuls (powder) of 0.13 Gm. ( 2 grains) and 0.32 Gm. (5 grains). 
Ampuls (solution in propylene glycol) of 1 cc.—0.13 Gm. (2 grains) — 
and 2 cc.—0.32 Gm. (5 grains). 
Vials (solution in propylene glycol) of 10 cc., 0.16 Gm. 
(21% grains) per cc. 


THE PIONEER BRAND OF PHENOBARBITAL 
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Jor the average 


palient in 


everyday practice 
© well suited for prolonged therapy 
@ well tolerated, nonaddictive, essentially nontoxic 
@ no blood dyscrasias, liver toxicity, Parkinson-like syndrome 
or nasal stuffiness 
@ chemically unrelated to chlorpromazine or reserpine 
@ does not produce significant depression 


@ orally effective within 30 minutes for a period of 6 hours 


Indications: anxiety and tension states, muscle spasm. 


Tranquilizer with muscle-relarant action 


DISCOVERED AND INTRODUCED 
BY & WALLACE LABORATORIES, New Brunnwick, NJ. 


2-methyl-2-n-propyl-1 ,3-propanediol dicarbamate —U 8. Patent 2,724,720 
SUPPLIED: 100 mg. acored tablets. Usual done: 1 on 2 tablets 


Literature and Samples Available on Request 
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Controls nervousness and tension in the older patient 


Many agitated senile patients respond remarkably to 
‘Compazine’, the new S.K.F. tranquilizer and antiemetic. 
As nervousness and tension are diminished, patients become 
calmer and more cooperative. Often older patients take a 
new interest in their homes and families and once again 


contribute to the normal daily routine. 


Vischer’ treated a 76-year-old woman for the relief of ex- 
treme nervousness and tremors. He found that “after 
less than three weeks treatment with proclorperazine 
|‘Compazine’|, 15 mg. daily, she no longer had any trem- 
ors, was substantially less nervous and reported: “Doctor, 
I feel like doing and going.’ ” 

‘Compazine’ is rapid-acting, highly effective and_ has 


shown minimal side effects. Available: 5 mg. tablets in bottles of 50. 


ompazine 


a true tranquilizing agent 


Smith, Kline & French Laboratories, Philadelphia 


1. Vischer, TJ.: Unpublished data from Clinical Study of Proclorperazine, a New 
Tranquilizer for the Treatment of Non-Hospitalized Psychoneurotic Patients. 
* Trademark for proclorperazine, S.K.P. 
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is also highly effective in drug addiction and alcoholism for the 


GH TO THE PATIENT. 


SraRine is a well-tolerated and dependable agent 


the calm accessibility so essential to psychotherapeutic 
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the most advanced unidirectional current 
instrument for all established techniques 


REITER MODEL RC-47D 


GREATLY MINIMIZES CONFUSION 


The means to significantly minimize confusion is provided for in 
the versatile Mode] RC-47D. Patients are quiet and usually capable 
of returning to work following treatment. Fear of further treatment 
is greatly relieved in most patients. Efficiency of current increased. 
One knob control. Automatic safeguards assure an amazing reduc- 
tion of thrust and apnea. The patient is often breathing before the 
completion of the seizure. Extremely rugged, the RC-47D withstands 
very long periods of use all the while maintaining the accuracy 
vital to delicate work within the brain. Patients resistant to all 
other electroshock, insulin and lobotomy forms of therapy have 
been successfully treated by modalities contained in Model RC-47D. 


MODEL RC-47D PROVIDES FOR: 


e CONVULSIVE THERAPY—full range 
e NON-CONVULSIVE THERAPIES e ELECTRO-SLEEP THERAPY 
e FOCAL TREATMENT—wnilateral and bilateral 
e MoNO-POLAR or convulsive 
e BARBITURATE COMA and other respiratory problems 


ONLY REITER, THE ORIGINAL UNIDIRECTIONAL CURRENT 
ELECTROSTIMULATORS, ARE AUTHENTICALLY BACKED 
BY EXTENSIVE CLINICAL EXPERIENCE WITH OVER 200 


IN LITERATURE AND TEXT-B00KS. 
REUBEN REITER, Se.D. 
64 WEST 48th STREET, NEW YORK 36, N. Y., ROOM 701 
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‘ | y as a prelude to psychotherapy 
PAINLESS SEDATION WITHOUT DRUGS 


SedAc, Reiter’s neurostimulator designed 
for use with Model RC-47D electrostimulator, 
provides a safe, soothing high frequency cur- 
rent which relaxes patients. The continued 
gentle stimulation, when adjusted to the 
patient’s sensory tolerance, has proven most 
valuable in psychotherapy. 

The SedAc can also be used asa preliminary 
sedative for ECT. With its use fear of treat- 
ment is quickly dispelled. The change-over to 
ECT is immediate. The patient only remem- 
bers the soothing stimulation of the SedAc 
treatment. As no preconvulsive barbiturate 
sedation is necessary, risks of barbiturate 
anesthesia are completely avoided. 

Available in a walnut case, the SedAc is 
priced at $77.50. 


: 


REUBEN REITER, Se.D. 
64 WEST 48th STREET, NEW YORK 36, N. Y. 
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helps patients face everyday anxicties and tensions 


mild action promotes an over-all calmne 


New and Different * not a hypnotic-sedative — unrelated to any available chemo- 


psychotherapeutic agent ¢ no evidence of cumulation or habituation * does not cause 
gastric hyperacidity * unusually wide margin of safety —no significant side effects 


Dosage: 150-300 mg. three or four times daily. 
Supplied: 300 mg. scored tablets, bottles of 48. 


*Ferguson, J. T.: J. Am. Geriatrics Soc. 4: 1080, 1956. 
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Bizarre 
behavior problems 
respond to 


Before injection of Serpasil, patient 
has torn off all her clothes and has 
assumed grotesque posture on hospi- 
tal bed. 


One day after injection of Serpasil 
Parenteral Solution, patient sits quiet 
ly in bed, wearing pajamas and drink- 
ing water calmly 


IN INSTITUTIONAL THERAPY 
AND OFFICE PSYCHIATRY 


Serpasil, a nonhypnotic tranquilizing 
agent, not only produces remissions 
in severe neuropsychiatric states in 
the hospitalized patient, but has also 
been used widely and successfully as 
an adjuvant to psychotherapy in the 
milder, ambulant cases seen in every 
day practice 


Supplied: Tablets, 4.0, 2.0, 1.0 and 
0.25 mg. (scored) and 0.1 mg. Elixir, 
containing 1.0 mg. and 0.2 mg. per 4 
mi. teaspoonful. Parenteral Solution, 
2-ml. ampuls, each ml. containing 2.5 
mg. of Serpasil. 


Serpasil® (reserpine cisa) 
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are encouraged by 


Mie thedrine 


Methamphetamine Hydrochloride, COMPRESSED 


Subtle improvement in mood and outlook 
follows oral administration of smal] doses 
of ‘Methedrine’. This helps carry 
depressed patients through their troubles, 
toward normal adjustment. 


For those whose troubles stem from 
eating too much, ‘Methedrine’ makes all 
the difference between continual 
self-denial with consequent irritability, 
and easy acceptance of a reducing diet; 
it dispels excessive desire for food. 


Literature 
will be 


sent on Bottles of 100 and 1,000 


‘Methedrine’ brand Methamphetamine Hydrochloride, 
5 mg., Compressed, scored 


request 


U.S.A.) Inc. Tuckahoe 7, New York 
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prescribe RAUDIXIN to break the 
mental tension—hypertension cycle 


*Raudixin reduces mental tension 


Tranquilizing Raudixin reduces the mental tension which plays a 
significant role in hypertension... reduces mental tension as yet 
unrelated to physical symptoms. 


*Raudixin reduces hypertension 


Blood pressure lowering effect is gradual, sustained in hypertensives 


.., little or no hypotensive effect is produced in normotensives. 


*Single daily dosage 


Discourages promiscuous over-use by patients ... not habit-forming. 


RAUDIXIN 


Squibb Whole Root Rauwolfia Serpentina 


Squibb Quality—the Priceless Ingredient 
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withdrawn, apathetic patients 


also can benefit from 


THORAZINE 


Although ‘Thorazine’ is considered specific for 
agitated and hyperactive patients, Rockmore 

et al.' reported— 

“ the greatest improvement [with ‘Thorazine’ | 
occurs among those patients who, before treatment, 


were passive, uncommunicative, asocial, and 


unconcerned about their personal appearance.” 


1. Rockmore, L.; Shatin, L., and Funk, L-C.: Psychiat. Quart. 
30:189 (April) 19506. 
*T.M. Reg. ULS. Pat. Off. for chlorpromazine, S.K.F. 
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EVOLUTION OF COMMUNITY MENTAL HEALTH CONCEPTS ' 
ROBERT H. FELIX, M.D., Betiesva, 


To trace the lifeline of community mental 
health concepts is to reveal man’s plasticity 
to ideas and change. In time and place, so- 
ciety’s concern has varied widely, running 
the gamut of ignorance to insight, ritual to 
research, and medicine man to medical spe- 
cialist. Man’s progress in devising methods 
to deal with psychological disorders cannot 
be charted in a straight line of ascent. Like 
human experience itself, the mental health 
movement has been frequently stopped in its 
tracks, forced to draw back before sufficient 
ground has been covered to allow for net 
forward movement. 

This is probably the pattern that most of 
us who wrestle with the problems of mental 
ill-health and mental health have regularly 
encountered. For this reason it seems 
profitable, to examine from time to time, our 
past as it influences both our present and 
future efforts. We, who work so close to the 
scene, often tend to lose our historical per- 
spective. In many cases a backward glance 
could give us a truer measure of our ac- 
complishments and relieve us of some of the 
feeling of frustration and guilt because we 
have not changed the world in a brief life- 
time. 

Obviously an organized mental health 
movement did not suddenly burst full-blown 
upon the public consciousness. It has taken 
more than two milleniums, moving gradu- 
ally from the province of the supernatural 
to treatment, then on to prevention, and 
finally to this mid-century accent on a spirit 
of total health—an enhancement of the daily 
lives and satisfactions of all the community's 
members. 

While a hygiene of the mind had been 
adumbrated in earlier periods, the beginning 
of the twentieth century furnished the cul- 
1 Read in the symposium, Community Organiza- 
tion for Mental Health, at the 112th annual meeting 
of The American Psychiatric Association, Chicago, 
Ill., April 30-May 4, 1956. 

2 Director, National Institute of Mental Health, 
National Institutes of Health, Public Health Serv- 
ice, U.S. Department of Health, Education, and 
Welfare, Bethesda 14, Md. 


tural climate in which an organized mental 
health movement could flourish. Swift in- 
dustrialization and a rapid population ex- 
pansion had produced a major social reor- 
dering. To society as a whole, the early 
1900's introduced more political and social 
involvement, the growth of big business and 
big labor, and an expansion in communica- 
tion and individual interests beyond the 
boundaries of the local community and the 
country. It was the dawn of new social 
welfare legislation, child labor laws, mental 
testing programs, suburbia, progressive edu- 
cation, the feminist movement, and a re- 
alignment of family life. 

It was a period of major medical advance 
marking the beginning of an interdisciplinary 
approach to normal and maladaptive be- 
havior. Dynamic psychiatry, physiology and 
sociology had provided many of the new 
tools. History was being reinterpreted in 
the light of new knowledge of mind and emo- 
tions—eugenic theory, the spirochete in the 
etiology of general paresis, neuron theory, 
Freud’s psychoanalysis, Meyerian psy- 
chology, a new discipline of psychiatric so- 
cial work, and discoveries in bacteriology 
and chemistry leading to the control of ty- 
phoid fever, tuberculosis, and diphtheria. 

Dissatisfaction with old orders and de- 
mands for remedial changes were the order 
of the day in 1908 when Clifford Beers, who 
had been mentally ill himself, published his 
candid and deeply sensitive account of the 
abusive treatment and sordid conditions that 
prevailed in this country’s mental hospitals. 
Mr. Beers’ book, A Mind That Found Itself, 
was the opening salvo in setting off a mental- 
health chain reaction that has resounded 
around the world, Alert to the significance 
of the book and anticipating the entrance of 
a social viewpoint in psychiatry, both Pro- 
fessor William James and Dr. Adolf 
Meyer lent their strong support and encour- 
agement to Beers’ plan for a network of 
community mental hygiene associations “as 
an effective means of promoting and conserv- 
ing mental health and ameliorating the 
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scourge of mental ill-health.” Beers’ inspired 
undertaking led to the establishment in 1909 
of the National Committee for Mental Hy- 
giene, the forerunner of today’s National 
Association for Mental Health. 

In the first few years after Beers suc- 
ceeded in synthesizing the movement, public 
concern was largely directed to improving 
mental hospital conditions. World War I 
interrupted much of the still limited activity, 
but it taught the health professions and the 
public a great deal that they had formerly 
only suspected about mental illness and the 
potential value of mental hygiene. F'rom the 
war experience it was apparent that deal- 
ing with those already ill was not enough. 
There was a necessity for preventive tech- 
niques, and the mental health movement 
shaped up with a new emphasis. 

Interest first centered on provisions for 
maladjusted children. It was immediately 
clear that the mental hospital was not an ap- 
propriate setting for treating children. The 
child’s total environment—his home, his 
school, all of the community agencies—had 
to be taken into account. This was accom- 
plished. The concern of courts, schools, wel- 
fare agencies, and other elements of com- 
munity life led naturally from exclusive 
interest in mentally ill children to the con- 
cept of child-guidance clinics. 

The most significant outcome of pioneer- 
ing in child guidance was the stimulus it gave 
to mental health research. The genesis of 
mental illness now began to be sought in 
earnest, and the search led to the child’s 
whole constellation of relationships. The 
identification of physical and emotional fac- 
tors that contributed to disturbance in the 
individual child was followed by the identi- 
fication of community factors that con- 
tributed to the child’s personal problems. 
The next step was inevitable—a recognition 
of the needs for mental health services not 
for the child alone, but perhaps more ur- 
gently for his parents, his siblings, and all 
others responsible for or influencing his 
healthy growth and development. 

The contribution of the pioneers who led 
in the establishment of the child-guidance 
and adult clinics was not confined to addi- 
tional health services for children and their 
parents. As much as anything, it pointed up 


the need of a new attack based upon a bal- 
anced and integrated program of services 
and research. This was the situation with 
the onset of World War II. The pendulum 
had swung in 40 years from concentration 
on improved mental hospitals to outpatient 
and preventive programs. Concomitant with 
this swing was a temporary slackening of 
concentration on improving treatment and 
rehabilitation techniques. This is the stage 
of development when community mental 
health programs became a joint federal, 
state, and community enterprise, a necessity 
dramatically revealed by World War II. 


MENTAL HEALTH IN THE PUBLIC HEALTH 
SERVICE 


In many ways, the history of the mental 
health program of the Public Health Service 
recapitulates that of the public mental hygiene 
movement. In each, the line of development 
has moved from almost a total emphasis on 
the hospitalized mentally ill to include out- 
patient services and prevention. Authority 
to deal with mental health as a separate 
medical problem was first given to the Public 
Health Service in 1929. At that time, the 
Narcotics Division was set up with Dr. 
Walter L. Treadway as its Chief. While the 
actual emphasis of this Division was on 
one specific illness—narcotic addiction—Dr. 
Treadway extended its function to broader 
considerations—the need for more research, 
wider application of mental health services, 
and special attention to the mental health 
aspects of alcoholism and delinquency. In 
1930, the Narcotics Division was given in- 
creased authority to cooperate with state 
and local mental health officials, and the 
name was changed to Mental Hygiene Divi- 
sion, Dr. Treadway remained as the Divi- 
sion’s Chief until 1938 when he was suc- 
ceeded by Dr. Lawrence Kolb. 

Most of us know of Dr. Kolb’s classical 
contribution to studies of narcotic addiction. 
Of equal importance are the vigorous efforts 
he made in laying the foundation for an ex- 
panded federal program in the treatment and 
prevention of mental disorders. Dr. Kolb 
decried the lack of research and urged the 
creation of a national neuropsychiatric insti- 
tute, with both clinical and laboratory facili- 
ties for the comprehensive study of nervous 
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and mental diseases. Such an institute, Dr. 
Kolb believed, should be able to allocate 
funds to competent research groups through- 
out the country. This was the thinking that 
Congress accepted 7 years later when the 
National Mental Health Act was passed. 

Dr. Kolb’s career touched upon that of 
another great man in American psychiatry, 
Dr. Samuel W. Hamilton, a foremost au- 
thority on mental hospital administration. 
Dr. Hamilton directed a project of mental 
hospital inspections sponsored by several 
medical and lay groups in the United States 
and Canada, including The American 
Psychiatric Association. The project was 
supported by a grant from the Rockefeller 
Foundation. When the grant expired in 
1939, the Public Health Service took over 
the inspection services with Dr. Hamilton in 
charge. 

Unfortunately, the efforts of these and 
other workers of the 1930’s and early ’40’s 
were hindered by lack of research, lack of 
trained personnel, lack of funds to conduct 
research and training, and strong resistance 
from large segments of both the public and 
the profession to a full-scale, coordinated 
mental health program. Rehabilitation work 
was minimal, and community mental health 
services barely made a dent on the com- 
munity needs. 

Then came World War II. Our military 
experience revealed the dire state of the 
Nation’s mental health. The times again 
called for strong public action, and it could 
have taken any of several directions. It is 
highly problematical that the National Men- 
tal Health Act in its present form and scope 
would have been passed in 1946 had it not 
been for the wisdom, foresight, and whole- 
hearted support of Dr. Thomas Parran, who 
was then Surgeon General of the Public 
Health Service. Dr. Parran was convinced 
of the necessity of a broad federal program. 
When the writer was appointed to succeed 
Dr. Kolb upon the latter’s retirement in 
1944, Dr. Parran’s charge was to do every- 
thing possible to further the development of 
a balanced and effective national program. 
This same support has been continued by 
Dr. Parran’s successor, Dr. Leonard Scheele, 
who, under the terms of the Act, created the 
National Institute of Mental Health in 1947. 


NATIONAL PLANNING 


In its broadest terms, the National Men- 
tal Health Act provides for a program 
involving 3 closely integrated functions: 
(1) research into the causes, diagnosis, pre- 
vention, and treatment of mental illness; 
(2) the training of psychiatric and allied 
personnel; and (3) assistance to the states 
in developing their mental health programs. 
Administration of the program is vested in 
the National Institute of Mental Health. 

In the first few years following the estab- 
lishment of the Institute, emphasis was 
necessarily directed to those activities which 
would stimulate concrete action on basic 
needs. The needs were then and continue to 
be—more trained personnel, more research, 
more state and community services, and 
better care and treatment of the mentally ill 
individual both in and out of hospitals. Now, 
however, there is one major difference. We 
have the machinery to move forward at an 
increasing pace to these ends, This last 
decade has seen a tremendous expansion in 
both personnel and funds to carry on mental 
health activities. Also, there has been an 
intensification in the depth and breadth of 
the activities that are conducted and sup- 
ported. Our efforts have expanded to in- 
clude work on special social and medical 
problems—the mental health needs of the 
aged, rehabilitation of the mentally ill, men- 
tal retardation, drug addiction, and juvenile 
delinquency, among others. 


COMMUNITY SERVICES 


The Institute’s community services pro- 
gram is designed to carry out those responsi- 
bilities described in the Mental Health Act 
as “developing and assisting the States in 
the use of the most effective methods of pre- 
vention, diagnosis, and treatment of psychi- 
atric disorders.” This phase of the total pro- 
gram, in accordance with our concept of bal- 
ance, is closely integrated with the other two 
major phases—research and training. It 
must necessarily be so as the community 
services program operates in such widely 
diverse areas as assistance in the develop- 
ment of staff, education of professional 
groups, community education, clinic and re- 
habilitation services, consultation on mental 
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hospital administration, and other mental 
health aspects. 

Since the initiation of the community serv- 
ices program, we have seen continued prog- 
ress at both state and federal levels. In 1946, 
24 states had mental health programs. To- 
day each of the states has a going program. 
Much of this progress has come about 
through a federal-state partnership during 
the past 10 years. Our part has been to 
give the states consultation and assistance 
through staff in Washington, and particu- 
larly by the staff in our regional offices. Esti- 
mates for 1956 show that the states will ex- 
pend $25,500,000 for their mental health 
programs. The total federal funds available 
to the states in 1956 is $3,000,000, A meas- 
ure of progress is possible by comparing these 
figures with those for 1948: State and fed- 
eral funds in 1948 for outpatient services 
amounted to $4,657,996, and almost half of 
this—$2,130,858—came from federal grants- 
in-aid., 

What, in general, are the assistances we 
give to the states? Our most common re- 
quests are for consultation on program de- 
velopment, recruitment and training of per- 
sonnel, and methods of implementing mental 
health services such as outpatient clinics for 
emotionally disturbed and mentally retarded 
children and adults; improvement of treat- 
ment, rehabilitative, and aftercare programs ; 
and general public education. 

Our community services staff have worked 
closely with state and other national agencies 
in alcoholism control programs. Ten years 
ago not a single state had a formal program 
for control of alcoholism. Not there are 33 
states with alcoholism programs with total 
state expenditures amounting to $3,501,687. 

In contrast to concern about alcoholism, 
state activity in narcotic addiction has been 
minimal. In general, the feeling among the 
states is that the narcotic addict is a federal 
responsibility. Little headway has been made 
in getting the states to assume their share of 
the burden. Some of the hurdles to overcome 
are the resistance of the mental hygiene 
clinics to treat drug addicts, lack of accurate 
information on the magnitude and nature of 
the problem, inaccuracies in public informa- 
tion, and public antipathy to the drug addict. 

Another aspect of the Institute’s involve- 


ment in the community's planning is that as- 
sociated with the mental health needs of our 
aging population. Only the barest beginnings 
have been made toward resolving the major 
medical and social problems related to the 
process of aging in modern society. We have 
had innumerable requests from the states for 
technical assistance in planning for elderly 
patients in mental hospitals, in setting up 
community facilities such as day centers and 
foster homes, and in promoting cultural ac- 
ceptance of older people’s assets. 

The Institute has also assumed a major 
role in community guidance and research on 
delinquency. Over a half-million dollars has 
been allocated in the last several years for 
research into etiology, institutional treatment 
and management, development of screening 
devices to distinguish delinquents from non- 
delinquents. 

The difficulties in most state delinquency 
programs are the great gaps in continuity of 
planning and guidance. Responsibility for an 
individual child often shifts back and forth 
from the courts to public or voluntary child- 
care agencies, clinics, and various local and 
state institutions. While certain avenues of 
cooperation do exist, there is a large demand 
for more coordination and for more trained 
personnel, including training programs for 
parents, police, pastors, educators and others 
who are directly concerned with children and 
youth in difficulty. 

One other problem in which there has been 
a marked increase in effort and attention is 
mental retardation. In this long-neglected 
area, we have seen promise of accelerated 
progress as the result of new findings in 
etiology. There is now substantial evidence 
which indicates that mental retardation, like 
schizophrenia, is not a single entity, but many 
conditions related to genetic, developmental, 
or other physical influences as well as psycho- 
logical and sociological factors. 

The problem in retardation is the same cry 
for more research, more services, more per- 
sonnel. Diagnostic services are particularly 
deficient. Neither specialized clinics for the 
retarded nor the broader pediatric and mental 
health clinics have successfully dealt with 
the problem. In this case, we conceive ours 
as a 2-way job—sponsoring and developing 


i 
= | 
| 
ng 
} 
hg 


1957] ROBERT II, FELIX 677 


specialized services and educating and redi- 
recting the emphasis of the general clinic. 


TRAINING 


In the second aspect of the Institute’s pro- 
gram, specifically that dealing with the train- 
ing of personnel, we feel we have also made 
major gains. Since the program began, more 
than 4,000 persons have received support for 
training and over 9,000 have received train- 
ing in centers assisted by mental health 
grants. In awarding grants to training cen- 
ters, it has been our policy to urge the selec- 
tion of trainees interested in public service, 
teaching, and research careers. 

Besides the grants awarded to universities, 
medical schools, schools of public health, the 
student traineeships, and the support of proj- 
ects to evaluate teaching methods and train- 
ing procedures, our concepts of training have 
enlarged to include sponsorship of educa- 
tional conferences and the training of other 
people besides those traditionally associated 
with mental health professions. We are now 
doing something about the training of minis- 
ters, lawyers, school teachers, pediatricians, 
and general practitioners. One current grant 
to the Law School of the University of Penn- 
sylvania is to develop the content and meth- 
ods used in training law students in the be- 
havioral sciences. Another example is grants 
to institutes for general practitioners, pedia- 
tricians, psychologists, and other professions 
to acquaint them with new knowledge con- 
cerning mental retardation and techniques 
for counseling parents in the management of 
the retarded child. 


RESEARCH 


Research, the third phase of the Institute’s 
integrated program, ranges from basic studies 
of the morphology and pharmacology of the 
cell to evaluations of the psychotherapeutic 
process as well as the social structure of men- 
tal hospital wards. This comprehensive re- 
search program is conducted in 4 ways: in 
the Institute’s own laboratories ; through fel- 
lowships for advanced training in research 
techniques ; by long-term grants to career in- 
vestigators ; and by support of independent 
research. At the close of the year 1955, there 
were 218 active grants in institutions and 


professional organizations in 33 states, the 
District of Columbia, and Puerto Rico. The 
increasing attention to support of research 
and the increasing capacity to carry on re- 
search is evident by contrasting the current 
figures with the 25 research projects ap- 
proved in 1947. Because of this increased 
research potential, we see a rapid trend to- 
ward large, multidiscipline, program-type 
grant support. 


THE PROBLEMS 


In discussing the programs of community 
services, research and training, I have indi- 
cated that there has been major progress and 
that we expect even further gains. Mention 
of the problems that we have encountered 
must also be made to bring perspective into 
this evaluation. 

First and perhaps foremost, we have had 
to wrestle with the problem of interdisciplin- 
ary barriers. This has been our experience— 
across the board—despite lip service to a 
holistic concept which does not partition psy- 
chic man and physical man. To practice what 
we preach, we have organized the Institute 
along interdisciplinary lines. From the be- 
ginning we have set out to inculcate among 
psychologists, psychiatrists, sociologists, and 
neurophysiologists, a self-image, not of their 
professional specialty, but of a mental health 
worker. I believe we have succeeded to a 
large degree. 

For example, two of the most important 
developments in research and programming 
have come from the contributions of the stat- 
istician and the social scientist. These disci- 
plines are relatively late additions to the 
mental health team. Delay in utilizing their 
knowledge was due to the strong resistance 
from many quarters. [sychiatrists, particu- 
larly, were suspicious of the statistician. They 
and other critics said the statistician’s busi- 
ness is counting. They held that mental hos- 
pital populations are in many respects un- 
countable entities since each patient is an 
entity unique and unduplicated. This think- 
ing had grown naturally out of the concept 
of individual differences which has always 
been so important in psychiatric concepts. 

Finally, we succeeded in overcoming the 
misgivings of our reluctant colleagues. Basic, 
workable concepts and approaches were 
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evolved, and at long last we were able to move 
forward in gathering psychiatry’s vital statis- 
tics. The collection and evaluation of data 
from clinics and hospitals all over the country 
have served as one of the strongest stimuli 
to research and service. The statistician’s 
work in connection with standardization of 
nomenclature and reporting in the mental 
hospitals has raised a whole host of questions 
concerning etiology and the type of com- 
munity services that can and should be 
provided, 

A second major strength to emerge, once 
we were over the disciplinary barriers, was 
the social scientists’ contribution to knowl- 
edge of the epidemiological factors in mental 
disease. This, as you know, has been one of 
our weakest links. One of the Institute’s 
most significant social studies has been con- 
ducted in cooperation with the State of Mary- 
land, This investigation has centered around 
the town of Hagerstown where for nearly 40 
years the Public Health Service has been 
gathering health records. These long-term 
records have been used to study differences 
in the life histories of individuals who are 


admitted to mental hospitals in comparison 
with a matched group who have never been 
hospitalized for mental illness. 

Results of this study have shown that so- 
cial isolation does not enter directly into the 


schizophrenic process. Moreover, the evi- 
dence indicates that social isolation is not a 
crucial, predisposing factor in the develop- 
ment of the disease. This finding points up 
the need for intensive research upon the 
schizoid personality itself. 

Closely allied to interdisciplinary barriers 
is the vestige of another problem that for- 
merly caused considerable difficulty. As re- 
cently as 25 years ago there was a widespread 
disinclination among our medical brethren to 
accept psychiatry. Their reluctance was un- 
derstandable when we were unable to supply 
them with finite and easily understandable 
answers to questions of etiology and treat- 
ment. This handicap, to a large degree, has 
been overcome as we have established a 
tradition of service to other physicians and 
as our own gains have become evident and 
known. 

As I view it, the persistence of this diffi- 
culty is rooted in the teaching in our medical 


schools. Countrywide there are all too few 
schools making any real attempt at a multi- 
disciplinary approach to the problem of ill- 
ness. Real integration between psychiatry 
and such departments as surgery, obstetrics, 
and pathology is minimal. Elsewhere on the 
university campus, the same situation exists. 
Disciplinary barriers prevent free and com- 
fortable communication between the depart- 
ments of psychiatry, psychology, social sci- 
ences, and the like. In perpetuating this 
unhealthy situation which is detrimental to 
the best interest of all kinds of illness, the 
psychiatrist is no less guilty than the profes- 
sionals in the other disciplines. 

The need for trained mental health person- 
nel has long been evident. There is, however, 
another crucial need—and therefore a cru- 
cial problem—for professional workers out- 
side the behavioral disciplines. As psychiatry 
has seen the necessity to merge organic and 
functional man into a unit, conceptualizations 
have had to draw more from the basic physi- 
cal sciences, such as chemistry and physics, 
and the biological sciences, such as phar- 
macology and physiology. To follow this 
work through, we have an increasing need 
for people with specialized training in these 
fields. 

This has been not only a recruitment prob- 
lem, but again one of breaking down the long- 
entrenched dichotomy of mind and body. As 
the organic aspects have acquired more prom- 
inence in research, the integrated approach 
has been plagued by pressures to put more 
money and more emphasis into one approach 
or another—not the balance we insist upon. 
We are constantly faced with demands for 
more biochemistry or for more social dy- 
namics, or more psychoydnamics. Obviously 
the answer is that we need more of all, not 
more of just one. The tragedy is that if we 
do not follow this course, we are almost cer- 
tain to get distorted answers and arrive at 
distorted conclusions which will lead us 
further astray and cost us more time in get- 
ting back on the main track. 

Still another problem has been the need 
for more effective communication of our rap- 
idly growing body of experiences and con- 
cepts. One of the great hindrances contrib- 
uting to the lag in applying theory to practice 
lies in the enormous amount of information 


4 
A 
| 
. — 


1957] 


ROBERT H, 


FELIX 679 


that must be evaluated and assimilated by 
those working in the same broad field of 
human behavior. Since it is an almost impos- 
sible task to maintain currency with any 
specific aspect, the broader picture inevitably 
escapes one when one has other concerns, We 
are trying to facilitate this communication by 
sponsoring research conferences where more 
of the pertinent investigative fields can be 
reported. Thus far, we have sponsored re- 
search conferences in aging, psychopharma- 
cology, communication, and rehabilitation. 

This matter of communication, however, 
is not limited to exchange within scientific 
circles. Knowledge and understanding about 
mental health and mental illness are also es- 
sential for the public. The general public 
needs accurate and current information if 
there is to be community responsibility for 
the mentally ill and community provisions for 
mental health. 


STATE PROGRAMS IN MENTAL HEALTH 


We feel privileged in having the oppor- 
tunity of contributing to the work of the 
states. Their programs represent some of the 


most important forward-looking activity in 
the entire mental health field. While they are 
tailored to individual needs and stages of de- 
velopment, the state programs, like the na- 
tional program, have increasingly stressed 
outpatient and preventive services in the 
framework of added concern, and not at the 
expense of efforts, personnel and funds in the 
area of hospitalization. Probably the most 
dramatic development has been an expanding 


awareness that the mounting costs of mental 
illness can be stemmed only through a heavy 
investment in treatment, research, and train- 
ing. 

Another promising state movement, de- 
veloping out of the National Governors’ Con- 
ference on Mental Health, has been the 
growth of regional cooperation to provide 
maximum educational and training facilities. 
The regional program farthest advanced is 
also the first program—the Southern Re- 
gional Education Board. Other such 
operative arrangements are the Midwest 
Compact, the Western Interstate Commission 
for Higher Education, and the Northeast 
State Governments Interstate Mental Health 
Compact. 


co- 


There are good programs in every state. 
Some are more extensive than others. One 
thing must be kept in mind, however ; just 
as no state is now without a program, no state 
yet has a complete or ideal program. But 
this holds for all of our endeavors—those of 
the federal government and the communities 
as well. It has always been so, by reason that 
the nature of man and society is dynamic 
rather than static. As solutions are found to 
problems, new ones will arise and be solved 
in their turn, From the simple gesture of a 
helping hand we have gone on to create a 
network of community mental health services 
which has been woven into the structure of 
our society. Each new generation will build 
into its inheritance of mental health concepts 
the new goals arising from the changing 
social and cultural scene. 
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HOW THE ACT ORIGINATED 


Out of World War II came a tremendous 
increase in public concern over mental ill- 
ness. The National Mental Health Act by 
placing emphasis on community mental health 
services marked the first major move to re- 
examine the 100-year-old concept that re- 
sponsibility for mental illness and mental 
health belonged almost exclusively to state 
government. At about the same time the 
dilemma of the pyramiding social and eco- 
nomic costs of mental illness impelled New 
York State to form the interdepartmental 
Mental Health Commission in 1949. 

The Commission which consisted of the 
state commissioners of mental hygiene, 
health, education, social welfare, and cor- 
rection was given the major task of formu- 
lating a master plan for community mental 
health. 

The various projects undertaken by the 
Commission staff contributed to a fund of 
information, the selection of issues and al- 
ternative solutions, and the formulation of 
concepts essential to the development of a 
long-range plan for community mental health 
services. The findings and conclusions were 
submitted in June 1953, and the Commission 
appointed a special committee to draft spe- 
cific recommendations to state government. 
The committee’s recommendations were em- 
bodied in the Community Mental Health 
Services Act which was passed unanimously 
by the 1954 Legislature and signed by the 
Governor. 


PRINCIPLES AND PROVISIONS 


The Act established a permanent system 
of state aid to localities for the operation of 

1 Read in the Symposium, Community Organiza- 
tion for Mental Health, at the 112th annual meet- 
ing of The American Psychiatric Association, Chi- 
cago, Ill, April go-May 4, 1956. 

* Assistant Commissioner, New York State De- 
partment of Mental Hygiene, 112 State Street, 
Albany, N. Y. 

® Assistant Director of Community Mental Health 
Services, New York State Department of Mental 
Hygiene, 112 State Street, Albany, N. Y. 
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community mental health services. Perhaps 
the most fundamental principle in the Act 
is its placing of operating responsibility on 
local government, with the state paying half 
the cost. This emphasis on local responsibil- 
ity is consistent with the “home rule” princi- 
ple embodied in much of New York State 
law. It is also based on the professional con- 
viction that a local mental health program 
can succeed only to the extent that local citi- 
zens accept it and identify with it. 

The home rule principle also requires the 
program to be permissive, rather than manda- 
tory. State aid is available but the choice 
is left to the localities whether to qualify for 
it or not. 

Second, there was need for a new agency 
at the local level. Parts of a mental health 
program were provided in many communities 
by education authorities, by welfare officials, 
by public health departments and by courts, 
but nowhere was there a central planning 
body for mental health services. It was felt 
that comprehensive programming requires 
the combined efforts of health, education, 
welfare, judicial and correctional agencies, 
both public and private. Another premise 
was that although the treatment of mental 
illness is primarily the responsibility of the 
medical profession, the prevention of these 
disorders is a shared responsibility of all the 
service professions and the promotion of 
mental health is the responsibility of the total 
community. These concepts were embodied 
in the Act by authorizing a new agency of 
local government, the community mental 
health board. Of the g members of this 
board, 2 must be the ranking local health and 
welfare officials and 2 others must be physi- 
cians actively engaged in private practice. 
The other 5 may include a member of the 
governing body of the city or county ; an of- 
ficer or employee of a school district ; persons 
familiar with practice in courts of criminal 
jurisdiction or children’s courts ; and mem- 
bers or employees of voluntary agencies. 

The units of local government eligible for 
participation were determined in part by the 
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nature of the program and in part by exist- 
ing state statutes and precedents. Two fac- 
tors were dominant: the high cost of mental 
hygiene clinics, and the shortage of trained 
personnel, These made it necessary to plan 
services for fairly large population groups. 
Eligibility was therefore extended to all 
counties and to cities with populations of 
50,000 or more. 

The important role of voluntary organiza- 
tions in the development of services and 
the substantial support of mental health pro- 
grams by nongovernmental groups could not 
be overlooked. Reimbursement to local 
government was therefore extended to in- 
clude not only expenditures incurred through 
direct operation of services but also payments 
on contracts for the purchase of services 
from approved psychiatric service agencies 
or qualified psychiatric personnel. 

The intent was to write broad enabling 
legislation in order to permit maximum flexi- 
bility of development and to allow for the 
differences among the state’s communities. 
Some limits had to be set in the law, however. 
For legislative purposes the program had 
to be fitted into the over-all pattern of state 
services. The proposed law, moreover, had 
to set a realistic limit to the financial obliga- 
tion the state was undertaking in the face of 
the pervasiveness and the diffuseness which 
characterize mental illness and mental health. 

For these purposes, 4 types of services are 
declared eligible for reimbursement. These 
are: (1) outpatient psychiatric clinics; (2) 
inpatient psychiatric services in general 
hospitals ; (3) psychiatric rehabilitation serv- 
ices for persons suffering from psychiatric 
disorders; (4) consultant and educational 
services. In practice the first 2 are quite 
specific, the third has few clear-cut prece- 
dents, and the fourth gives the state com- 
missioner a great deal on which to ponder. 

The state’s financial obligation is limited 
by a ceiling of one dollar of state funds per 
year per capita of population. One other 
limit is the requirement that a qualified psy- 
chiatrist be appointed as director of the local 
mental health service. This gives a clear in- 
dication that this is a medical program re- 
quiring medical direction, 

The community mental health board is 
empowered to review and evaluate services 


and facilities and to submit a program to the 
appointing officer and governing body. 
Within the amounts appropriated, it is au- 
thorized to execute the program and main- 
tain services and facilities. It can enter into 
contracts for services and facilities, estab- 
lish rules and regulations for the various 
parts of its program, and appoint a psychi- 
atrist as director. 

The director serves as chief executive of- 
ficer of the board. He exercises general su- 
pervision over the services and facilities 
rendered, operated or supported by the board 
and over the treatment of patients in these 
services and facilities. He recommends pro- 
gram to the board, and carries on such 
studies as may be appropriate for the dis- 
charge of his duties or the promotion of 
mental health or prevention of psychiatric 
disorders. 

The state commissioner of mental hygiene 
is empowered to review the work of all 
boards and directors, advise them in the 
performance of their official duties and 
promulgate regulations governing the grant- 
ing of state aid. He is authorized to formu- 
late standards of service, personnel, admin- 
istration and equipment and to approve fee 
schedules. He may withhold state reimburse- 
ment, in whole or in part, for failure to com- 
ply with the law or the regulations. 


DEVELOPMENTS UNDER THE ACT 


As of May 1, 1956, the Act has been in 
effect 19 months. Eleven counties and the 
City of New York are now operating reim- 
bursed programs. Seven other counties have 
passed local laws and are formulating pro- 
grams. These 19 communities include 81% 
of the state’s population. In 9 additional 
counties, some interest has been shown by 
local government, and in 17 others, organized 
citizen groups have taken some action in re- 
lation to the Act. All together, over go% of 
the state’s population have shown some level 
of organized interest in instituting a program 
under this Act. 

In terms of money, in the fiscal year which 
ended March 31, the state paid out $4,829,044 
in reimbursement to community programs. 
I'stimated state aid for the current year is 
$8,300,000, Local government's share brings 
this to $16,600,000 and represents almost a 
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50% increase over expenditures for com- 
munity mental health services in the year 
preceding enactment of this law. How much 
of this represents new service created under 
the impact of this Act and how much is only 
the shift to the state of half of the cost of 
local services? Certainly not all of it repre- 
sents new service inasmuch as reimburse- 
ment was extended to existing as well as ex- 
panded or new services. It was not expected 
that a great deal of new service would be cre- 
ated at the very beginning. In most instances, 
first efforts of new local boards were directed 
toward assessment of resources, study of 
needs, planning and trying to integrate what 
was often a very confused pattern of piece- 
meal services. 

A quite respectable amount of new service 
has been created, however. The program 
has resulted in substantial expansion of psy- 
chiatric divisions of publicly operated general 
hospitals and sizeable support for psychiatric 
services in voluntary general hospitals. A 
majority of the pre-existing community 
clinics have been enabled to add staff or to 
increase clinic hours. Over $1,000,000 of new 
public funds is going into the support of 
clinics operated by voluntary agencies, al- 
most all of it for expanded service, Outside 
of New York City, 6 full-time clinics and 1 
part-time clinic have come into existence or 
have been authorized and are recruiting staff. 
In New York City, new clinics are being 
organized in the courts, in correctional facili- 
ties, and in municipal general hospitals, and 
mental health services are being expanded 
in the school system and in the Health De- 
partment. Before the Act was passed New 
York City was spending about $9,000,000 
annually on reimbursable types of mental 
health service. For the year beginning July 
I, 1956, they have budgeted $15,500,000. 

In general, then, there has been significant 
forward movement in the planning and inte- 
gration of programs, and a substantial in- 
crease in services provided. We have also 
been impressed by the tremendous ground- 
swell of citizen interest, and of citizen readi- 
ness to take action when given local responsi- 
bility. 

PROBLEMS IN ADMINISTERING THE ACT 


Most of the problems and questions we 
have encountered in administering the Act 


were anticipated while the Act and the imple- 
menting regulations were being drafted. 
Many were deliberately left as open questions 
with tentative and temporary operating an- 
swers. Perhaps because they have been ap- 
proached in this way, the problems have not 
created serious difficulties. Agreement has 
been general, cooperation and encouragement 
almost universal. The problems are, how- 
ever, worth recounting for 2 reasons: First, 
they will probably be encountered by any 
state attempting to set up a master plan for 
mental health services. Secondly, discussion 
of these problems is one of the best ways of 
clarifying fundamentals, since most of them 
involve questions of philosophy and policy. 

One of the first questions we had to deal 
with concerned some workable definition of 
what constitutes a reimbursable mental health 
service, In the past decade, many service 
agencies have come to consider themselves 
as mental health services. Undoubtedly, they 
have mental health orientation and in all 
probability are doing some good in the field. 

Sut if these were accepted as reimbursable 
it would open the door to anyone who pro- 
fessed an interest in the welfare of man. A 
line had to be drawn somewhere. Where and 
how to draw it was the problem. 

We need sharper definitions of roles of the 
different helping professions and_ service 
agencies to provide meaningful coordination 
and effective utilization of our resources. 
The roles are determined by the kind of per- 
son served, the kind of service given and the 
kind of person who gives the service. It is 
difficult if not impossible to define a mental 
health service by the kind of person served. 
Since we are discussing preventive mental 
health services, almost by definition we all 
need these services. 

It is a little easier to build the definition 
around the kind of service given. Some ac- 
tivities are clearly and unmistakably mental 
health services and nothing else. However, 
other activities are not so clear. For example, 
how does one distinguish a mental hygiene 
clinic from a family service agency which 
includes in its consultant staff the 3 disci- 
plines of psychiatry, psychology, and psychi- 
atric social work? 

As a practical rule of thumb, we are de- 
fining a mental health service mainly by the 
kind of person who gives the service. Only 
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those agencies are considered psychiatric, 
for purposes of reimbursement, in which the 
relationship between the agency and the 
people it serves is essentially a doctor-patient 
relationship and in which the service is given 
by a qualified psychiatrist or by other quali- 
fied personnel acting under the direction of a 
psychiatrist. 

Another problem concerns the integration 
of the efforts of various disciplines. How 
much psychiatric supervision should be re- 
quired in a clinic? What should be the ratio 
of hours of psychiatry to hours of psychiatric 
social work and clinical psychology? We 
have not been satisfied with any mathematical 
ratio proposed, and have put the emphasis 
on the principle that the psychiatrist must 
assume medical responsibility for all patients 
served. 

How does one differentiate the functions 
of a school psychologist ? Which of his activi- 
ties require psychiatric supervision? How 
can the mental health programs of the school 
systems be integrated into the total com- 
munity program? In our state, school dis- 
tricts rarely coincide with political subdi- 
visions and funds raised by school taxes can- 
not be expended for any program not directly 
operated by the schools. In New York City, 
the problem is less because the school district 
exactly coincides with the city lines and a 
large mental health program is administered 
by the school authorities, under general su- 
pervision by the mental health board. In 
other parts of the state, the best we can 
hope for is flexible voluntary cooperation 
which will make available to schools what- 
ever resources have been established in the 
community. 

In the Act’s declaration of purpose much 
emphasis is placed on prevention, and this 
emphasis raises another problem. The em- 
phasis is partially carried into the main body 
of the Act by the broad definition of psychi- 
atric disorders and by the provisions for re- 
imbursement on the total operating costs of 
outpatient clinics and general hospital inpa- 
tient services. Thus ample provision is made 
for the most widely accepted techniques of 
secondary prevention, namely, early diagno- 
sis and treatment. The inclusion of consulta- 
tion and educational services adds another 
element—early case finding. By intent, these 


services are also viewed as the Act’s contri- 
bution to primary prevention or what has 
been defined as specific efforts so to deal with 
the facts of community life as to reduce the 
frequency with which personality disorders 
occur. The trouble is that, although everyone 
is against mental illness and wants to pre- 
vent it, we don’t know very much about how 
to do it. We have always assumed that edu- 
cation about mental illness and mental health 
is preventive. But there have been few evalu- 
ative studies of either mental health educa- 
tion or consultation programs. 

Another set of questions revolves around 
the division of responsibilities among state 
government, local government, and voluntary 
agencies. We shall touch on a few of them 
to illustrate their general character. 

The Act provides reimbursement for in- 
patient services only if they are in a general 
hospital. What should be the time limit for 
psychiatric care in the general hospital? 
Where should the line be drawn between 
state hospital and general hospital psychiatric 
care? There are strong sentiments against 
limiting the general hospital to the screening 
and diagnostic functions of a psychopathic 
service. There are equally strong feelings 
about shifting away from state government 
the financial responsibility for caring for the 
mentally ill. A strong case is made for the 
integration of psychiatric services with all 
other medical services by an expansion of 
general hospital psychiatric divisions. In ad- 
dition to the obvious medical values, general 
hospital psychiatry is an antidote to the stig- 
matization of mental illness. On the other 
hand, many general hospitals resist the addi- 
tion of a psychiatric service. 

Inpatient services for emotionally dis- 
turbed children present unresolved questions 
concerning the responsibilities not only of 
state and local government but also of volun- 
tary agencies. As our law now stands, a unit 
for emotionally disturbed children established 
in a general hospital would be reimbursable. 
However, if that unit were set up as a sepa- 
rate organization and in separate quarters, 
not part of a hospital, it would not be reim- 
bursable, except as to salaries of certain pro- 
fessional personnel. The total cost of opera- 
tion would not be reimbursable. In our state 
most child-care facilities are operated by 
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voluntary agencies with financial support 
from local public welfare departments. But 
there is great need for inpatient psychiatric 
facilities for children, and great pressure on 
the state to establish and operate them. 
Should inpatient psychiatric services for 
children be fitted into the prevailing system 
of child care under local responsibility or 
should the state hospitals undertake these re- 
sponsibilities ? 

At the opposite extreme of the life span 
is a similar problem of facilities for the aging 
who are mentally ill. The charge is re- 
peatedly made that too many of these people 
are being put into state hospitals, and that 
many of them would not need to be there if 
some other, perhaps intermediate, type of 
facility were available. At the present time, 
our law permits reimbursement for a geri- 
atric psychiatric ward in a general hospital ; 
but a separate nursing home which provides 
domiciliary care and supervision for the same 
categories is not reimbursable. This issue 
becomes more pressing each day. 

Another question concerns the future re- 
lations of local community programs with 
the community programs carried on by the 
state mental hospitals. All of the New York 
State hospitals carry on some community 
services in their own areas. Both the com- 
munity and the hospitals have profited from 
these services. At a recent Mental Hospital 
Institute in Minneapolis many hospital people 
expressed the view that a community pro- 
gram should be centered on the public mental 
hospital. This is a successful and rewarding 
practice in Great Britain where small hospi- 
tals serve small areas. However, in our state 
with large hospitals serving large geographic 
areas the majority of the population is not 
in close proximity to a state hospital, and it 
seems unrealistic to center community pro- 
grams on the hospitals. It would be quite 
unfortunate for the hospitals were they to be 
deprived of all community work by the estab- 
lishment of local services. Our present think- 
ing, therefore, is that the responsibility for 
community services should be vested pri- 
marily in local government, but that profes- 
sional personnel of the state hospitals should 
have an opportunity to serve in the locally 
operated program to the extent practical. 

Still another group of problems centers 


around the relationship of our program to 
the private practice of psychiatry and to or- 
ganized medicine On one side are some 
physicians and medical societies which have 
a deep-seated suspicion of any governmental 
move into the health field. Representatives of 
the State Medical Society were consulted 
early in the consideration of our legislation, 
and some changes were made on their sug- 
gestion before final enactment of the law. 
As our law now stands, it contains provisions 
which meet the objections of most physicians. 
At least 2 members of the local mental health 
board must be physicians engaged in private 
practice. There are ample safeguards to in- 
sure medical standards and medical super- 
vision of all approved services. There is also 
permission for local services to establish fee 
schedules and prohibition of reimbursement 
for services to patients who are able to pay 
for private care. The Council of the State 
Medical Society had endorsed the legislation, 
and there have been only a few isolated medi- 
cal voices raised against it. 

Recently, we have been asked questions 
about the apparent exclusion of the private 
practice of psychiatry from our pattern of 
community mental health services. At the 
present time, the services of individual psy- 
chiatrists may be reimbursed if they are used 
for consultation to public and private agen- 
cies, for approved educational projects, or 
for examinations in connection with certi- 
fication procedures, Treatment by private 
practitioners has been excluded from reim- 
bursement, however, and this substantial 
mental health resource is not being fully 
utilized. This omission will doubtless be 
remedied when we can see our way through 
the administrative difficulties. 

There is one last problem which we must 
face. At this moment in the development of 
mental health programs, we are in the posi- 
tion of having to rely almost exclusively on 
the professional training of personnel for 
predicting the soundness and effectiveness of 
the services to be rendered. Consequently we 
are compelled to set fairly high standards for 
such positions as directors of mental health 
services, clinic directors, and for the other 
staff positions and disciplines engaged in 
community mental health services. The rapid 
expansion of our program, at a pace which 


ide 
q 
a 
a 
ay 
4 
7 
“4 


1957 ROBERT C. 


HUNT AND HYMAN M. FORSTENZER 


685 


was entirely unforeseen, has created a de- 
mand for qualified personnel that far exceeds 
the available supply. Furthermore, a few 
training centers prepare our professionals 
for community oriented services. We require 
a director of a mental health board to have 
5 years of psychiatric training and experi- 
ence, of which 2 years must have been in a 
recognized mental health clinic. A director of 
an all-purpose clinic must have spent 1 of 
his 5 required years of training and experi- 
ence in a child guidance clinic. Since it is so 
difficult to recruit people with these qualifica- 
tions, we are being constantly pressed by 
communities to lower the requirements. Can 
we afford to do so? Can we afford not to? 

In an effort to relieve the shortage, the 
state is beginning this year a substantial pro- 
gram of stipends and grants to provide train- 
ing for community mental health services. 
It is our feeling that training is primarily a 
state rather than a local responsibility be- 


cause of the uneven distribution of training 
centers throughout the state. 


SUMMARY 


We have described the origins, principles, 
and provisions of an attempt to establish a 
comprehensive community mental health pro- 
gram for an entire state, Widespread citizen 
readiness for coordinated and integrated 
planning of mental health services has been 
demonstrated, as has local and state govern- 
ment willingness to finance large-scale pro- 
grams. This has focussed attention on the 
need for developing methods of evaluating 
the effectiveness of services and for more re- 
search especially into the causes of mental 
illness. The need for training of professional 
personnel is stressed; the demand greatly 
exceeds supply, and teaching centers give 
little training in community oriented psy- 
chiatry. 
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THE OPERATIONS OF THE NEW YORK STATE COMMUNITY 
MENTAL HEALTH SERVICES ACT IN NEW YORK CITY ' 
PAUL V. LEMKAU, M.D.,? SYLVAN S. FURMAN, M.A.; RUTH FARBMAN; 


MADELEINE LAY, B.A., ano MARGARET BAILEY, M.S. 
New York Crry 


When the State of New York adopts a law 
of state-wide applicability it does so with the 
knowledge that the more than one-half of its 
population residing in the 5 boroughs of New 
York City will be affected. Dr. Hunt * has 
already reported on the decision to make the 
administration of the Mental Health Services 
Act a local matter. One of the earliest “lo- 
calities” to begin operations was the City of 
New York with its 8 million people. 

Unlike many other areas of the state, the 
City of New York already had, prior to the 
enactment of the Community Mental Health 
Services Act, been operating mental health 
programs. It had 2 general hospitals with 
approximately 1,000 psychiatric hospital 
beds, and 5 more general hospitals with psy- 
chiatric outpatient departments. Within its 
Board of Education, it operated the Bureau 
of Child Guidance, perhaps the largest coor- 
dinated system of child guidance clinics in the 
world, It operated through its Youth Board, 
and directly as well, psychiatric clinics in at 
least 4 branches of the court system and it 
furnished a modicum of psychiatric consulta- 
tion services to prisoners under the care of 
the Department of Correction, The Depart- 
ment of Health had experimented for several 
decades with methods of parent education, 
and of furnishing services to preschool-age 
children, All these as well as other less ex- 
pensive operations amounted to the expendi- 
ture by the city of about 9 million dollars in 
1954. 

In addition, the city supported certain 
voluntary mental health services through con- 
tracts with its Youth Board to serve particu- 
larly difficult cases. 

These functions were scattered in different 
departments and agencies of the government, 


1 Read in the symposium, Community Organiza- 
tion for Mental Health, at the 112th annual meeting 
of The American Psychiatric Association, Chicago, 
Ill., April go-May 4, 1956. 

2 Director, New York City Community Mental 
Health Board, 93 Worth Street, New York City 13, 

® See page 680, this issue. 
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under the general control of the Mayor and 
soard of Estimates of the city. There was no 
coordination, no planning or supervising 
agency to direct the diverse operations. It is 
the Community Mental Health Board which, 
in addition to the responsibility of budgeting 
these various programs, has the power and 
duty of evaluating and coordinating services 
and their planning. 

The State Community Mental Health 
Services Act permits reimbursement to local 
boards for the improvement and expansion of 
services in 4 general areas: outpatient serv- 
ices; psychiatric beds in general hospitals ; 
rehabilitation services to persons recovering 
from mental illness; and consultation and 
education services to professional persons, 
various types of social and health agencies, 
and parents’ groups. Specifically embraced 
in the Act are such categories of illness 
and/or malfunctioning as mental deficiency 
and epilepsy; alcoholism is not excluded. 
Services to all age groups are permitted. 
While due provision is made for medical di- 
rection of programs, the participation of 
other disciplines is insured by permssion to 
function in other than medical agencies per 
se, and by insistence on the classic profes- 
sional team in outpatient services at least. 
Implicitly and otherwise, the state continues 
to provide long-term care. The state also 
reserves for itself primary responsibility for 
research and training activities. I stress the 
word “primary” ; this does not mean that the 
Community Mental Health Board has no 
concern with these functions. In practice, 
city and state overlap in these important 
fields. We in the city tend to favor support 
for facilities that undertake research and 
training in conjunction with service pro- 
grams, on the basis that quality and flexibility 
are more likely to be built into such pro- 
grams ; the state, by support of research and 
training through the administration of Na- 
tional Mental Health Act and other funds, 
tends to improve services where they oper- 
ate, as well as to develop demonstration proj- 
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ects which, when sufficiently proven, can be 
taken over by the local Community Mental 
Health Board. This very overlapping tends 
to encourage city-state partnership of a very 
constructive sort. 

There is still some controversy as to how 
much the new board was looked on by the 
city government as a means of reducing its 
previous appropriations. Like every other 
local government, the City of New York has 
smaller taxing resources than the state, and 
feels that as a large municipality it does not 
get its share of the state’s resources. The 
passage of the Mental Health Services Act 
offered the opportunity for immediate relief 
of one-half the cost of existing mental health 
services. This had been sought for some 
years ; its arrival was greeted heartily by the 
fiscal authorities of the city. There are those, 
of course, who feel that this gain was all the 
satisfaction the city desired of the new Act; 
the development in the 18 months since it 
was put into effect will allow you to estimate 
the truth or falsity of this belief. 

In addition to the functions of the city 
government already mentioned, there were 
more than the usual state operations touching 
the city. As usual, the metropolis furnishes 
somewhat more than its share of the patients 
in state psychiatric hospitals and institutions 
for mental defectives; practically all these 
cases were processed through municipal hos- 
pitals. The state follows patients released 
from state hospitals and the program has 
recently been expanded and improved, Fur- 
thermore, the state had made direct grants 
to perhaps a dozen voluntary clinics in the 
city. These grants-in-aid were also incor- 
porated in the new board’s responsibility. 

It was into this rather confusing and some- 
what confused picture that the new Com- 
munity Mental Health Board stepped in 
December 1955 to attempt to plan for, co- 
ordinate and expand and improve services. 

What were its resources for the task? 
First, the board had financial authority, ab- 
solute as regards the state’s reimbursement. 
Within the city government, its appropria- 
tions are under the same kind of budgetary 
review as those of any other city department. 
No appropriating authority ever has com- 
plete power, however. Essential services, 
even when there were sound and ample rea- 
sons to feel that they should not go on at the 


level they were found, had to be continued. 
Furthermore, in some cases appropriations 
had to be recommended before the study and 
planning necessary to be sure of what moves 
should be made to improve services, could be 
done. The need to act before full study beset 
the board at every hand, and there is no 
doubt that the need for immediate action in 
many cases perpetuated existing and tradi- 
tional practices that more time in planning 
might have terminated. After 18 months one 
finds that the traditional practices tend to 
include board support as a reason for their 
continuation, a paradox that is no less true 
than disturbing, even though there are bright 
spots to be detailed later. The experience 
here is, as it is so often for new agencies, 
that the new broom could not, by force of 
previously existing circumstances, sweep 
clean. 

After the board secured its director, the 
first attack was on the problem of what sort 
of organization was needed to do its job. All 
agreed that a planning, a supervisory and 
negotiating, and a financial staff were needed. 
But not all agreed on what the planning staff 
should be, and few dreamed of the extent of 
the accounting job eventually entailed in op- 
erating the board in New York City. 

One of the first questions the board tackled 
was how to establish a base line against 
which to evaluate its activities. New York, 
like most of the rest of the world, had no 
uniform way of reporting its outpatient diag- 
noses and its treatment procedures. There 
were some who felt that a full survey of re- 
sources and their operations should precede 
any other move on the part of the board. 
As already noted, this could not be done 
since the establishment of the board brought 
immediate, emergent problems, A_prelimi- 
nary survey of resources and a comprehen- 
sive view of what the operations of the board 
might be was completed by consultants; a 
good deal of this work was done before there 
was any more than a skeleton staff. 

It was finally concluded that the problem 
of surveying the New York Mental Health 
scene was an on-going proposition and that 
a single intensive survey could not produce a 
“base line of operations” against which to 
measure future accomplishment. The result 
was that the primary assignment of the Di- 
vision of Research and Planning was to in- 
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stall a modification of the Federal outpatient 
reporting form (the modification was one 
prepared by the state Department of Men- 
tal Hygiene) to provide the fundamental data 
for the long-term evaluation of the work of 
the board. While the research division has 
heen able to begin and complete several in- 
terim tasks of considerable importance, this 
remains still its primary assignment. 

One of those interim studies, still in a more 
or less confidential state because policy 
changes expected to come from its findings 
have not yet been determined, concerned the 
use of municipal hospital psychiatric beds. 
These hospitals were planned as psycho- 
pathic hospitals when that term was current 
and had the meaning of acute treatment and 
screening resources for a metropolis, but 
time and tradition was found to have reduced 
the treatment function to so low a level that 
the average length of stay was but 15 days. 
The overcrowded hospitals were being used 
to relieve social pressures but there was, it 
appeared, too little of treatment in process, 
with the notable exception of the children’s 
wards. The hospitals are also heavily loaded 
with forensic work ; no survey had been done 
to determine whether this load might be re- 
duced by better consultation services. [eds 
which might better be used for treatment 
purposes appeared to be occupied for ad- 
ministrative reasons. The establishment of 
these conclusions by clearly presented re- 
search findings should make possible an in- 
crease in medical efficiency in the use of 
psychiatric hospital beds. 

Another interim study was designed to 
throw some light on the problem of the ef- 
ficiency in serving the population of the city 
of large, centrally-located clinics as contrasted 
with those located peripherally in the city 
and which, generally speaking, are smaller 
units. The results of this study were not sat- 
isfying. What we believe we found was that 
the level of need for service is so extreme in 
New York City that people will travel any- 
where for it. Where expansion of service is 
most desirable could not be determined by 
the methods used. 

A survey of resources is much simpler 
than a survey of services rendered, In the 
former area the research division has pro- 
duced several documents and maps. 

It is possible to map the city by intensity 


of psychiatric clinics’ professional staff time 
available to the population. For this the dis- 
tricts established by the Department of 
Health are used as the unit. These average 
250,000 population, but of course show con- 
siderable variation. Such a map shows dif- 
ferences from less than 100 hours a week of 
professional time available in the outlying 
section of Brooklyn and Queens, to more than 
4,000 hours a week in lower Manhattan and 
central Brooklyn. Services are, in general, 
concentrated in areas serviced by hospitals, 
settlement houses (which in New York tend 
to furnish some psychiatric services) and in 
areas in which special efforts are being made 
to control juvenile delinquency. Unfortu- 
nately, this map proved to be in too great 
detail for satisfactory reproduction in print. 

Figure I is a spot map of the various out- 
patient psychiatric facilities, including those 
in hospitals and independent community 
clinics. Here you will note that the older 
parts of the city, particularly Manhattan and 
central Brooklyn, are much better served 
than the newer residential sections of the 
city. This, of course, is related to the dis- 
tribution of transportation facilities. 

The finance division has the responsibility 
for keeping track of the financial operations 
of the board. One of the principal problems 
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that has had to be dealt with is the persistent 
proclivity of contracting voluntary clinics to 
regard the board as a sort of philanthropic 
foundation that has, or could have if it 
wished, authority to recognize needs and sup- 
ply funds to meet them and leave that an 
end of the matter. Actually, the board, as a 
department of the city government, is under 
the kind of financial control that allows every 
taxpayer to account for every penny of his 
investment in his government. This fact, 
and its consequences in accounting for public 
funds expended, has worked a considerable 
hardship on many small agencies who were 
used to rather comfortable and convenient 
though honest bookkeeping methods, and 
now had to adapt to strictly formal, auditable 
procedures. The finance division has had a 
great deal of teaching to do. The contract 
negotiating and supervisory staff—these per- 
sonnel were recruited from psychiatric social 
work largely and were not accountants— 
had to be taught so that they in turn could 
educate the individual agencies in the meth- 
ods of accounting that are acceptable in 
government. The new methods have probably 
increased the cost of service to patients 
slightly because specialized personnel are re- 
quired ; on the other hand, the new bookkeep- 
ing methods have sharpened budgeting, and 
consequently planning, in participating agen- 
cies. | venture to hope that increased effi- 
ciency on this plebeian financial level may 
also result in increased efficiency at the level 
of patient care. 

Accounting in the municipal agencies also 
presents some problems, for under the Board, 
accounts for psychiatric services must be kept 
separate in order that they may be justified 
for state reimbursement. Achieving this in 
a hospital organization expending 130 mil- 
lion a year is no small task and involves dis- 
turbing traditional practices that have very 
high coefficients of friction. The process of 
installing them, however, has had considera- 
ble effect in sharpening the recognition of 
the needs of these services as a part of the 
hospital services to the citizens of New York. 

The production of increased and improved 
mental health services to patients is the func- 
tion of the Division of Contract Negotiations 
and Standards. This is the primary field staff 
of the agency. It converts the board’s policy 
discussions into patients treated, changes dol- 


lars into services, and sees to it that the dol- 
lars are well spent after they are committed. 
At present, this staff is composed entirely of 
psychiatric social workers with administra- 
tive experience, though the civil service re- 
quirements allow employment of clinically 
experienced people from psychology, nurs- 
ing, and social science as well. The work of 
this division has all the variety that the vari- 
ous mental health services provide, from the 
600-bed psychiatric section of one municipal 
hospital to the 7-bed section of one of our 
smaller voluntary general hospitals; from a 
voluntary service with an operating budget 
of $400,000 a year to one that operates one 
night a week and had an annual budget of 
$12 before the board came to its rescue. The 
staff of this division is responsible for main- 
taining standards in both voluntary and pub- 
lic services and these personnel are the repre- 
sentatives of the board in the community. 

lor the most part, it is this hard-pressed 
staff that must tell the agencies when no 
money is forthcoming for expansion and, in 
more happy situations, originate recommen- 
dations for justifiable expansions. It must 
also bear much of the frustration of seeing 
opportunities that cannot be grasped because 
there is no time to get to the clamoring 
agencies all at once. It is no exaggeration 
to say that the rest of the organization 
exists to serve and to evaluate the work of 
this division. They produce the movement 
to be evaluated. 

Contract Negotiations, Finance and Re- 
search and Planning are, then, the basic 
operating units of the board staff. The 
psychiatric professional personnel are super- 
vised and directed by an assistant director ; 
the finance division is supervised and di- 
rected by an executive secretary who is 
also responsible for personnel management, 
office management and, very importantly, 
for organizing material in suitable form for 
action by the city government. (As you can 
see, the whole operation is planned so that 
the director has nothing at all to do!) 

In describing all this machinery, it is usual 
to have the question asked, “What happened 
to the patient?” Has the operation actually 
got services increased; has any significant 
change taken place because of the operations 
of the board? Has it made any real differ- 
ence that a potential of around 8 million dol- 
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lars of new money has fertilized the mental 
health efforts in New York? 

It has made a difference. It is impossible 
to use numerical evaluation since standard 
reporting in contract clinics is less than 6 
months old at this writing. Yet every clinic 
holding a contract is reported to be serving 
considerably larger numbers of patients by 
the staff in contract negotiations. Seventy 
beds in voluntary general hospitals are being 
supported at the rate of 16 dollars a day; a 
year ago none were supported and only a few 
certain endowed beds were open to pa- 
tients unable to pay full hospital rates. 
Psychiatric outpatient services in voluntary 
general hospitals are being supported. Ex- 
pansion of services in public agencies has 
been somewhat slower ; the life-giving money 
has yet to be felt in the veins of the long- 
starved municipal hospital psychiatric sec- 
tions. Administrative detail has been par- 
ticularly difficult to master in this area. 
Better classification of prisoners has been ac- 
complished, however, by the Department of 
Correction, and Health has had the opportu- 
nity to expand both its parent advisory serv- 
ices and to build a central executive struc- 
ture for future mental health program 
growth. Court psychiatric services have 
been somewhat strengthened, though there 
remains a tremendous planning job to be 
done in connection with an impending reor- 
ganization of the courts. 

Perhaps more important than any other 
accomplishment of the board is the simple 
fact that it exists as an integral part of the 
city government, acting as an educational 
force and as a gad-fly to keep the attention 
of the government and its agencies focused 
on its citizens who suffer from or who are 
threatened by mental ill health. 

We have attempted here to interweave in- 
terpretation and commentary with descrip- 
tive material on the CMHB program. It 
seems important in addition to point out sev- 
eral broad implications that may be drawn 
from the very existence of the program, for 
they are important philosophically far be- 
yond the borders of New York State: 

First, the very existence of the Com- 
munity Mental Health Services Act consti- 
tutes official and legal recognition of the fact 
that mental health is a public health problem, 
inasmuch as the problem is widespread, can- 


not be adequately met through private means, 
and requires concerted community action. 
This in turn justifies the establishment of 
an appropriate planning, coordinating and 
financing body in each community or county, 
as the case may be. 

Second, the law recognizes a permanent 
public responsibility to share in the costs of 
mental health programs under a variety of 
auspices, with funds granted not on a tem- 
porary “seed-money” basis, but as a continu- 
ing subsidy with the recognition that every 
community, even the richest city in the 
world, is entitled to a permanent and cen- 
tralized source of aid for its services. 

Third, there is implicit in the law the con- 
cept that community mental health, while a 
medical concern and a matter for medical 
direction, is not identical with psychiatry as 
such or coincident with psychiatry, but 
broader than and inclusive of it; thus we 
have the concept emerging through this law 
that mental health is a community-wide re- 
sponsibility, that the program is to be under 
both professional and lay auspices, and that 
mental health is promoted and fostered not 
solely through medical treatment, but also 
through a variety of institutions and agen- 
cies, with numerous disciplines joining in the 
effort. It is through this concept that the 
phrase “community mental health” becomes 
more than a pious wish, but is a living con- 
cept whereby concern with mental health be- 
comes truly community-wide and, hopefully, 
mental health becomes diffused throughout 
the matrix of the community itself. 

Fourth, it is conceivable that if the pur- 
poses and potentialities of the Act are fully 
realized, the inexorable and relentless flow of 
sick persons out of the community into iso- 
lated, gargantuan state institutions may be 
diminished, and that rapid, effective, and 
timely treatment will be available in the com- 
munity itself to persons who become men- 
tally ill. When this occurs, psychiatry will 
have 2 important attainments to its credit: 
(1) it will have gained the status of all the 
other medical specialties, insofar as locale 
of treatment is concerned; and (2) it will 
be in a position at last where it can pervade 
and be closely integrated in the practice of 
other branches of medicine in the same insti- 
tutions, in the same clinics, and in the same 
community. 
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PSYCHOPHYSIOLOGICAL INVESTIGATIONS IN 
CARDIOVASCULAR STRESS 


A. J. SILVERMAN, Caprt., USAF(MC), S. I. COHEN, Cart., USAF(MC), ano 


G. D. ZUIDEMA, Carr., USAF (MC) ! 


The fact that psychological or emotional 
changes may cause physiological disturbances 
has been demonstrated for many years. 
From these demonstrations have come mul- 
tiple attempts to predict physiologic altera- 
tions from psychological test data, as well 
as attempts to find the psychological com- 
mon denominators in a given syndrome. 
These attempts frequently show low correla- 
tions because, among other reasons, “broad 
band” personality assessments often are not 
sensitive enough in a specific psychophysio- 
logical area, and tend to “bury” the desired 
information. 

In this preliminary report of a study un- 
der way at the Aero Medical Laboratory, 
an attempt is made to demonstrate that with 
proper attention to data obtained from other 
disciplines, and with appropriately focused 
psychophysiological techniques, precise rela- 
tionships may be established between the 
physiologic and psychiatric aspects of the 
individual. The approach utilized illustrates 
some of the psychosomatic aspects of the 
cardiovascular system. 

Some years ago Hess(1) demonstrated 
that there existed 2 centers in the hypothala- 
mus. One center, when stimulated, elicited a 
fear reaction in the animal, the other a rage 
reaction, Separate work by von Euler(2, 3) 
showed that urinary adrenalin increased 
when the fear center was stimulated. An- 
other center stimulated produced an increase 
in urinary noradrenalin. Although not yet 
precisely demonstrated, this “noradrenalin” 
center may prove to be identical with the 
rage center. Whether this is so, or whether, 
as von Euler believes, noradrenalin is pri- 
marily released in response to cardiovascular 
stress such as activity, rather than in associ- 
ation with rage, remains to be seen. 

Other work in animals has suggested that 


1 From the Stress and Fatigue Section and the 
Acceleration Section, Aero Medical Laboratory, 


Wright Air Development Center, Wright-Patterson 
tase, Ohio. 


Air Force 


Waricut-Patrerson Aim Force Base, Ono 


aggressive, attacking animals, such as the 
lion, chronically show noradrenalin excesses, 
while fearful, retreating animals, like the rab- 
bit, reveal adrenalin excesses(10). 

It should be pointed out that previous 
commercial preparations of adrenalin have 
raised the blood pressure. It is now estab- 
lished that this blood pressure raising pro- 
pensity was due to the contained noradrenalin 
fraction. Purified preparations of adrenalin 
cause a cardiac acceleration and a peripheral 
vasodilitation, with a concomitant hypoten- 
sive tendency. Noradrenalin, on the other 
hand, results in peripheral vasoconstriction 
and a hypertensive effect. 

The above work suggested to Funken- 
stein and others( 4-6) that affect state would 
cause variations in the adrenalin/noradrena- 
lin ratio. It was demonstrated that when 
anger was produced: noradrenaline-like ef- 
fects occurred. At the same time, the re- 
sponse to an injection of mecholyl (methyl- 
ated acetyl choline) was an increase in blood 
pressure. Similarly when fear, depression, or 
anxiety was the emotion produced, mecholy] 
caused a decrease in blood pressure and 
adrenaline-like effects were seen. 

At the Aero Medical Laboratory experi- 
ments have been under way determining the 
parameters involved in “G” tolerance. The 
level of G-force at which subjects black-out 
or lose their vision depends on the ability of 
the cardiovascular system to maintain the 
blood pressure at the head and eyes against 
the tendency of the centrifugal force of the 
centrifuge to pull the blood away from the 
head. Thus the human centrifuge represents 
an excellent experimental situation in which 
to study cardiovascular stress responsiveness. 

Anecdotal material led us to the observa- 
tion that subjects’ variations in black-out 
level seemed correlated with their affect 
state, and that psychological differences ap- 
peared to exist between low “G” and high 
“G” tolerance subjects. It seemed most 
likely that these variations were ultimately 
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due to different degrees of efficiency of the 
compensatory blood pressure response to 
the cardiovascular Assuming the 
correctness of Alexander's and others’ postu- 
lates(7, 8) we took a calculated risk. The 
decision was made to study aggression and 
its handling, rather than the entire person- 
ality. It soon became apparent that high 
“G” subjects seemed more outgoing and 
aggressive than low “G”’ subjects. In addi- 
tion, the “G” tolerance of a subject at any 
given time seemed correlatable with aggres- 
sion and the method the subject chose to 
handle it. Two subjects, observed for 8 
months, revealed highest black-out levels 
just after they had expressed some anger or 
were relatively free from anxiety. Lowest 
black-out levels were obtained when they 
were worried, depressed, and anxious. 


stress. 


These observations led to the assumption 
that anger-out people or anger-out responses 
would result in high “G” tolerance while 
anger-in (anxious, depressed) people or re- 
sponses would lead to low “G” tolerance, on 
the basis of the associated differential adrena- 
lin/noradrenalin secretions, and the resultant 
differential blood pressure responses. 

Preliminary confirmation of this theory 
came from an independent study of norad- 
renalin levels with progressive increase in 
“G” tolerance, by Goodall and Mehan(g). 
Although this work is only beginning, it 
suggests that noradrenalin is highest in sub- 
jects who “black-out” at high accelerations, 
and lowest in those who lose their vision at 
low “G” forces. 

The reasoning that “G” tolerance was 
related to direction of aggressive expression 
led to the development of a projective test, 
heavily loaded with aggressive content and 
symbols, in the hope that it would be able 
to discriminate high from low “G” toler- 
ance subjects. [Eleven cards comprise the 
T.A.T.-like test. Drawings of people in 
various situations are presented to the sub- 
ject who is asked to tell a story about each 
picture. The stories of high and low “G” 
tolerance subjects were compared, and the 
preliminary criteria of differentiation worked 
out. 

The test criteria first used were as fol- 
lows: High “G” subjects tend to identify 
with the aggressor, and tell active stories in 


which the hero is independant, persists in 
goal-directed behavior, is hedonistic or im- 
pulsive, and is comfortable about expressing 
aggression. Low “G” subjects identify with 
the aggressed against, tell passive stories in 
which the hero is dependant, easily gives up 
his goals, is usually reality oriented, and 
either denies or is uncomfortable about ex- 
pressing aggression. We emphasize that 
these criteria are preliminary and require 
more elucidation. 

In preliminary testing 13 protocols were 
prepared, consisting of 6 low “G” and 7 
high “G” subjects previously tested on the 
centrifuge. These protocols were presented 
independantly to 2 clinical psychologists, who 
upon being given the criteria for differentia- 
tion properly placed 12/13 of the subjects. 
In addition, 33 further subjects were tested. 
The authors attempted to place these sub- 
jects in their appropriate “G” tolerance cate- 
gories on the basis of the projective test. 
Using the criteria on a 6-point scale, a 
numerical score was obtained. Figure 1 illus- 
trates that the subjects were placed in their 
appropriate categories with a high degree of 
success. 

In most instances the test was not ad- 
ministered on the same day as the centrifuge 
ride. Thus, what was being assessed by the 
projective test was the usual way the subject 
handled or expressed aggression. When the 
test is given close to the time of the actual 
centrifuge stress, it is assessing the subject’s 
affective state, at the appropriate time, and 
its accuracy in predicting “black-out” levels 
increases. 

Double-blind cross validation studies now 
under way are taking this into account and 


ASSESSMENT OF BLACKOUT LEVELS PROECTIVE TEST 
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suggest that the 92% accuracy of prediction 
will be maintained. Urinary adrenalin/nor- 
adrenalin determinations and blood pressure 
recordings support the data and will provide 
correlations between affective, biochemical, 
and physiological findings. 

Precise relationships and accurate cor- 
relations between physiological and psycho- 
logical aspects of the organism appear to be 
quite feasible if proper attention is paid to 
possible specificity of a psychophysiological 
problem, and if tools are designed specifically 
to obtain maximum information about a 
circumscribed area. Thus, in this paper it is 
strongly suggested that a striking psycho- 
logical factor, namely direction of expression 
of aggression, is implicated as a major de- 
terminant of level of “G” tolerance. This in 
itself is interesting, but the biochemical and 
physiological reason for the finding is at 
least equally important. 
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RAUWILOID THERAPY IN ALCOHOLISM 


JOSEPH THIMANN, M.D.; FRANK GILBERT BUCKNAM, M.D.; JOSEPH W. 
GAUTHIER, M.D.; ann THOMAS A. O'CONNELL, M.D. 


The complexities and stress of modern 
life have led to widespread use of sedatives 
and hypnotics. They are particularly used 
in chronic alcoholism, with its sequelae of 
jitteriness, anxiety, unsteadiness, worry and 
remorse. The alcohol addict represents one 
of the largest groups of barbiturate con- 
sumers. As might have been predicted, 
many alcohol addicts have developed sec- 
ondary barbiturate addiction. When such 
an alcohol-barbiturate addict is treated for 
an acute state of alcohol intoxication, igno- 
rance of his barbiturate addiction may lead 
to omission of administration of this drug 
with resultant withdrawal convulsions or 
withdrawal psychosis. 

sromides should also be avoided as seda- 
tives, not only because of the danger of ha- 
bituation, but because of the not infrequent 
occurrence of toxicity(1, 2). We have found 
that bromides tend to be excreted more 
slowly in alcoholics, thus accumulating in 
the blood stream and causing toxic reactions, 
such as toxic psychosis. Even if Dupree’s 
observation(3) is correct—namely, that 
toxic delirium during bromide intoxication 
develops only in patients with pre-existing 
personality defect—it is quite probable that 
the latent personality defect, so often a part 
of the alcoholic’s makeup, suffices to pre- 
cipitate the toxic delirium when bromides 
are used. 

Thus, the need for a nonhabit-forming 
sedative or, as they are now called, a relax- 
ant or tranquilizer, is undeniable. The first 
to come on the market was Tolserol, fol- 
lowed by a host of other mephenesin prepa- 
rations. Similar relaxing therapeutic prop- 
erties were shown in Dimethylane (2, 2-di- 
isopropyl-4-hydroxymethyl-1, 3-dioxolane (4, 
5, 6). Insulin in subshock doses combined 
with dextrose and thiamin has also been 
tried for the prevention of secondary drug 
addiction in alcohol addicts(7). Pharmaco- 


1 From the Washingtonian Hospital, 39 Morton 
Street, Jamaica Plain (Boston), Mass. 
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logically interesting was the combination of 
a vagal depressant (Bellafoline) with a sym- 
pathetic depressant (ergotamine) as a non- 
habit-forming sedative(8). 

In the autumn of 1954, Rauwiloid? (the 
alseroxylon fraction of Rauwolfia serpen- 
tina) and Rauwidrine * (1 mg. of Rauwiloid 
combined with 5 mg. of amphetamine sul- 
fate) were investigated as tranquilizing 
agents for subacute and chronic stages of 
alcoholism. This study was carried out at the 
Washingtonian Hospital in Boston, and the 
staff of observers was composed of the medi- 
cal director, 2 full-time assistant physicians, 
and 4 outpatient psychiatrists. The follow- 
ing presentation is a report of that investiga- 
tion, 


MATERIALS AND METIIODS 


An experimental and a control group 
were chosen, house and outpatients being 
included in each group. The total number 
of patients involved was 199, ranging in age 
from 22-83 years. All but 7 were alcohol 
addicts with a history of compulsive drink- 
ing for many years; in some, decades. The 
7 exceptions were drug addicts: 2 barbitu- 
rate and 5 heroin addicts. Of these 7, 3 were 
also addicted to alcohol. The percentage of 
Negroes in the group of 199 was 3.5. 

The investigation was carried out as a 
double-blind study, some of the patients re- 
ceiving Rauwiloid (or Rauwidrine) ; the 
others being given 2 different relaxant drugs 
or a placebo, as controls. The medications 
were identified by code so that the 4 out- 
patient physicians and the senior resident 
physician did not know which drug was 
actually used. The second resident physician 
and the medical director applied a random 
order of administration; namely, patient 
number 1 received Drug A (either Rauwi- 
loid or Rauwidrine) ; patients numbers 2 
and 3 were given 2 different but comparable 


2 Supplied by courtesy of Riker Laboratories, Inc., 
Los Angeles, Calif. 
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relaxants B and C (chemically pure sub- 
stances, structurally related to mephenesin, 
and with a similar pharmacologic activity) ; 
patient number 4 received a placebo identi- 
cal to Rauwiloid in appearance. 

In the case of Drug A, only the medical 
director knew whether Rauwiloid or Rauwi- 
drine was being administered. In most cases, 
Rauwiloid was given at the start, and re- 
placed with Rauwidrine when a patient’s 
response indicated that a mood-elevating 
drug was needed. 

The dosages of the respective medications 
corresponded to recommendations of their 
manufacturers, and were as follows: Rauwi- 
loid, from 2 mg. to 4 mg., b.id. or t.i.d; 
Relaxant B, 0.4 gm. to 2.4 gm., daily; Re- 
laxant C, 1.6 gm., q.i.d; Placebo, one or 
two t.i.d. or q.i.d. 

Administration of the drugs was started 
in the subacute stage of intoxication, 1.e., in 
uncomplicated cases, from 1 to 2 days after 
the beginning of hospitalization and the 
abrupt withdrawal of alcohol, as soon as 
dextrose, insulin, paraldehyde or chloral- 
hydrate could be replaced by relaxants. In 
cases of acute alcoholic psychoses, they were 
started after termination of this state. In 
the case of drug addicts, the tranquilizing 
medication was started immediately after the 
gradual withdrawal of the opiates or the 
barbiturates, lasting from 10 to 14 days. 

Whenever indicated, the medications were 
continued well into the chronic stage of al- 
coholism, for weeks and months. There 
were 3 indications for such prolonged ad- 
ministration of the drugs: first, in cases of 
tension and irritability or insomnia, which 
are not uncommon as steady or sporadic 
phenomena in nondrinking alcoholics; sec- 
ond, as preventive medication to help the 
patient stay on the “straight and narrow” ; 
third, as an adjunct to psychotherapy. 


RESULTS 


One hundred and ninety-nine patients 
were exposed to the effects of Rauwiloid (or 
Rauwidrine) or 2 comparable tranquilizers 
for a total of 1,492 days—average of 7.4 


days of observation per patient. In addi- 


tion, 15 primary and secondary outpatients * 
had been given a total of 97 interviews. Both 
the patient’s subjective feelings of response 
to therapy and the objective observations of 
the physicians, nurses, and attendants were 
considered in evaluation of the efficacy of 
the medicament. 

The final results were tabulated in 3 
main categories: (1) improved, (2) with- 
out significant change, (3) impaired. When 
necessary, the latter classification was fur- 
ther defined by a specific description, such 
as untoward side-effects, individual sen- 
sitivity or allergic responses. Improvement 
was assessed objectively by lessened rest- 
lessness, disappearance of tremor, and ab- 
sense of apprehensiveness, as well as by the 
patient’s own descriptions of the disappear- 
ance of such symptoms as tension, inner 
tremulousness (“butterflies in the stom- 
ach”), insomnia, inability to concentrate and 
the various somatic complaints of anxiety. 
Degrees of improvement were classified as 
mild, moderate, or marked. 

Of the 199 patients observed, 50 received 
Rauwiloid or Rauwidrine; 50, preparation 
B ; 50, preparation C; and 49, placebos ; 134 
or 67% responded with improvement. Only 
2 showed a temporary impairment of their 
condition, One was a heroin addict who 
developed weakness, lethargy, and upper 
respiratory tract symptoms, including nasal 
stuffiness, on Rauwiloid. These symptoms 
disappeared when the drug was discon- 
tinued, recurred when a subsequent trial of 
Rauwiloid was attempted. Subsequently, 
this patient was given medication B with no 
unfavorable results, This patient, moreover, 
had a past history of food and drug allergy. 
Another patient complained of drowsiness 
on Rauwiloid. This disappeared when only 
half tablets were taken at a time. 

The final results obtained with each of the 
preparations used are shown in Table 1. 


8A secondary outpatient is a person who was 
originally hospitalized and then transferred to the 
outpatient department. A primary outpatient is one 
who was referred to our outpatient department di- 
rectly, completely sober and without first under- 
going a preventive treatment, such as the condi- 
tioned response treatment, which requires hospitali- 
zation. 
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TABLE 1 


RESULTS 
Medication Improvement Patients 
cr — 
~ 
Rauwiloid and 
Rauwidrine ...... 8 21 II 10 50 
7 22 13 8 50 
3 15 18 14 50 
0 16 33 49 
18 58 58 65 199 


CASE REPORTS 


The following case histories have been se- 
lected as illustrating the efficacy of the drugs 
tested : 


Cast 1.--A.B., male, a 33-year-old, slender, dark, 
white-collar worker, with an apologetic smile and 
a queer stereotype mannerism, since the death of 
his alcoholic father 10 years before, had suffered 
from insomnia and chronic alcoholism. He con- 
sumed “two or three quarts of beer” every night; 
recently, he would start to drink on Saturday morn- 
ing and continue until Sunday night. Sporadic 
periods of depression, sexual deviations, and mild 
ideas of reference complicated his problem of alco- 
holism. 

On January 19, 1955, he was placed on Rauwiloid, 
2 mg. on arising and 2 mg. at 2:00 p.m. One week 
later, he could observe no change, but on February 
2, he reported that he felt less tense and in better 
spirits. Progressive reports are best given in the 
patient's own words: 

February 9: “I feel slightly drowsy, especially in 
the evening, but this does not interfere with my 
work. My craving for beer has entirely disap- 
peared.” To prevent drowsiness, the 4 mg. of 
Rauwiloid daily were prescribed in 4 tablet (1 mg.) 
doses at a time: 

February 17: “The drowsiness is reduced. 
craving for alcohol. I feel more relaxed.” 

February 23: “I feel O.K.” 

March 9, Patient complaining of headache: “Great 
weakness, no strength left, like a heavy load press- 
ing on you. | feel drowsy.” Rauwidrine was pre- 
scribed instead of Rauwiloid, one tablet on arising, 
4 tablet at 11:00 a.m., § tablet at 2:00 p.m. 

March 16: “I am sleeping fairly well. I have no 
drowsiness; all unpleasant side-effects of the first 
tablet [Rauwiloid] are gone.” 

March 23: “I sleep fairly well, feel physically 
O.K. I never crave for alcohol, feel enough pep to 
move around and work.” 

March 29: “People with whom I work either 
ignore me in a superior way or show hostility.” 

April 7: “I sleep well, co-workers still irritate 
me.” 

April 13: “O.K., no complaints.” 


No 


The patient is continuing on Rauwidrine. This 
is one of the only 2 patients who had any side-ef- 
fects with Rauwiloid. 

Case 2.—C.D., is a female, aged 45, depressed 
and recently separated from an unstable, physically 
abusive, immature husband. They have 8 children. 
Both the patient and her husband had been drinking 
excessively and steadily for 15 years. Her husband 
ridiculed and discouraged her attempts to over- 
come her alcoholism. The patient was irritable, 
tense, depressed and sleepless when, on April 8, 
she was placed on Rauwiloid, 2 mg. on arising and 
3 mg. at bedtime. 

April 15, the patient had returned to her husband's 
apartment, but used a separate bedroom. She re- 
ported: “The depression in daytime is much im- 
proved and does not occur often. I am able to 
control it.” Prior to Rauwiloid medication, pa- 
tient often cried uncontrollably. “I still can’t sleep.” 
Rauwiloid dosage was increased to 2 mg. on arising 
I mg. at noon, and 3 mg. at bedtime. 

April 22: “I can't go to sleep before 1:00 a.m., 
but then I sleep well. I am somewhat dizzy in the 
daytime.” The patient's blood pressure was 96/70, 
which is in the range commonly seen in patients 
of this type, in a non-acute stage. Medication was 
changed to 2 Rauwidrine tablets on arising and 1 at 
noon, with 3 mg. Rauwiloid at bedtime. 

April 29: “I am beginning to sleep better, no 
dizziness.” 

May 6: Patient described her state as improving, 
and continued on the same medication. 

May 13: “Improving.” 

May 20: “Depression almost gone. I sleep almost 
every night.” 

Muy 27: “I am sleeping well; the depression is 
almost all gone, but I felt dizzy during the last 
few days.” Medication changed as follows: Rauwi- 
drine, 2 tablets on arising, 1 at 11:00 a.m., 1 at 
2:00 p.m., Rauwiloid, 3 mg. at bedtime. 

June 3: “I am sleeping alright, but feel weak and 
lightheaded.” Medication prescribed: 0.2 gm. caf- 
feine and 3 Rauwidrine tablets on arising; Rauwi- 
loid, 3 mg. at bedtime. 

June 20: “I now sleep very well and need no 
bedtime tablets [Rauwiloid] anymore. Everything 
is fine; no dizziness, no fainting, no depression.” 
Medication: 3 Rauwidrine tablets on arising, 1 
at 11:00 a.m., and again at 2:00 p.m. 

July 5: “I begin to feel like myself. I don't 
think I'll need any more tablets. On July 11, I will 
have finished 4 months entirely free from alcohol” 
(First period of abstinence in fifteen years). 

July 19: “I couldn’t feel any better. I have a 
lot of leisure and pleasure. I am sleeping wonder- 
fully ; the headache is gone completely.” 

August 5: “I am feeling wonderfully, sleeping 
well.” 

Case 3.—E.F., male, a 40-year-old, very intelli- 
gent white-collar worker, successfully treated for 
alcoholism at the Washingtonian Hospital 7 years 
previously, had never relapsed, but still suffered 
from extreme irritability and depression. In addition 
to psychotherapy, this patient had tried all of the 
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commonly used sedatives, without satisfactory re- 
sults. 

In December 1954, he was started on Rauwiloid, 
2 mg. b.i.d. Within a short period, the patient com- 
mented: “Things that have bothered me in the past 
don't bother me that much.” 

February 4, 1955: Patient still complained of 
depression, and Rauwidrine was substituted for the 
morning Rauwiloid tablet. 

February 7: “Depression has faded. New medi- 
cine has worked well, except for slight irritability.” 

March 15: “Feel O.K.” Rauwidrine was con- 
tinued as the daytime medication, and Rauwiloid was 
given at bedtime. 

March 31, April 15 and April 29: Patient reported 
that treatment was “very satisfactory.” He was con- 
tinued on the same medication. 

May 16: “The medicine [Rauwiloid] helps to 
reduce restlessness; is calming. It is the most ef- 
fective medication.” 

May 27: “These [Rauwiloid and Rauwidrine] 
have helped me more than anything I took before.” 


DISCUSSION 


Most of the cases in our series would pre- 
sent reports similar to those described above, 
if given in detail, and clearly demonstrate 
the value of Rauwiloid (or Rauwidrine) 
therapy in the treatment of alcoholism. In 
40 of the 50 patients treated with Rauwiloid 
some improvement was noted; of these, 29 
showed moderate to marked improvement. 
These results compare favorably with those 
obtained in the comparable series of patients 
on B or on C, and are significantly supe- 
rior to those seen in the control group on 
placebos. 

The most favorable action of these relax- 
ant drugs is their ability to dissipate anxiety 
symptoms without any toxicity or habitua- 
tion. In this respect Rauwiloid (or Rauwi- 
drine) has proven most. satisfactory. It 
should be noted, moreover, that despite the 
fact that approximately 80% of our patients 
show a low blood pressure (in the range of 
100/70), we did not hesitate to use Rauwi- 
loid. Although this drug lowers an abnor- 
mally elevated blood pressure, we saw no 


evidence that it significantly affected the low 
pressures commonly seen in alcoholics. 

We should also like to point out that 
therapy with each of the drugs tested in this 
study has been supplemented by case work 
and psychotherapy. 


SUMMARY AND CONCLUSIONS 


1. In a double-blind study with 2 me- 
phenesin-like drugs, B and C, and placebos 
used as controls, Rauwiloid and Rauwidrine 
therapy proved effective for the psychogenic 
factors of chronic alcoholism. 

2. Rauwiloid was most useful in relieving 
the symptoms of anxiety, nervousness and 
tension ; supplementary therapy with Rauwi- 
drine was usually effective when depression 
was a problem. 

3. Sedation with Rauwiloid and Rauwi- 
drine is notably free of toxic effects or ha- 
bituation, offering a decided advantage over 
the use of barbiturates, bromides or other 
habit-forming drugs. 

4. The use of Rauwiloid and Rauwidrine 
for the treatment of alcoholism, or other 
chronic states in which psychosomatic fac- 
tors are prominent, merits further investiga- 


tion. 
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A CLINICAL EVALUATION OF MEPROBAMATE THERAPY IN A 
CHRONIC SCHIZOPHRENIC POPULATION * 


KENNETH TUCKER, M.D., ano HAROLD WILENSKY, Pu. D.,2 Montrose, N. Y. 


keports of the salutary effects of mepro- 
bamate (2-methyl-2n-propyl-1, 3-propanediol 
dicarbamate) in the treatment of many psy- 
choneurotic reactions (especially the anxiety 
and tension states) appear frequently in the 
recent literature(2, 5, 7). However, there 
have, as yet, been no published reports of 
any controlled studies relating to the value 
of meprobamate in a hospitalized psychotic 
population. Borrus and Selling(2, 7) de- 
scribe a beneficial effect in 6 of 13 ambulatory 
patients diagnosed as schizophrenics. Pen- 
nington(1), at the Mississippi State Hospital, 
in a study of 1,250 patients, most of whom 
were schizophrenics, compares the effective- 
ness of meprobamate, reserpine, chlorproma- 
zine, azacyclonol, pipradol hydrochloride, and 
whole root Rauwolfia. The results obtained 
with meprobamate are considered similar to 
those obtained with chlorpromazine and 
reserpine. About 3% of the patients were 
completely rehabilitated and a moderate or 
marked improvement was reported in 79%. 

It has been demonstrated by Sabshin and 
Ramot(6) at the Michael Reese Hospital in 
Chicago that even the most rigorous experi- 
mental designs (including blind and double 
blind studies) do not entirely control special 
factors when a pharmacotherapeutic evalua- 
tion is made in a psychiatric setting. Keeping 
their critique in mind, we felt that a rela- 
tively long-term blind study of a homogene- 
ous patient group, using several carefully 
obtained measures, would result in a valid 
estimate of a drug’s efficacy. 

Because of the wide range of signs and 
symptoms in schizophrenia, it was considered 
advisable to concentrate on one aspect of the 
process—the anxiety and tension seen in cer- 
tain patients—and to evaluate the influence 
of meprobamate in that area. Our concept 
of anxiety is that of a subjective phenomenon 
experienced as a feeling of uneasiness or 


1 The authors express their appreciation to Wyeth 
Laboratories, Philadelphia, Pa., who supplied the 
drug and placebo used in this study. 

2From Franklin D. Roosevelt VA Hospital, 
Montrose, N. Y. 
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apprehension, frequently accompanied by the 
appearance of autonomic disturbances (1.e., 
moist palms, urinary frequency, palpitations, 
etc.) and sleep disturbances. Tension is de- 
scribed as a feeling of muscular tightness and 
can be clinically recognized by postural rigid- 
ity and hypermotility. 


PROCEDURE 


Sixty-three chronic schizophrenic male pa- 
tients at the Franklin Delano Roosevelt 
Veterans Administration Hospital were fol- 
lowed through the course of the study. Each 
patient had been ill for at least 18 months. 
They were selected upon the recommendation 
of their ward psychiatrists and by the authors 
after a preliminary psychiatric examination. 
The criterion for selection was overt mani- 
festation of anxiety and/or tension. The 
subjects were roughly divided in half and 
randomly assigned to a drug or placebo 
group. Individual bottles identified only by 
the patient’s name were prepared by the 
pharmacist. The placebo was identical to the 
drug in appearance. The placebo contained 
sucrose (5.18 gm.), corn starch (3.81 gm.), 
and calcium stearate (0.14 gm.). None of the 
personnel evaluating the subjects knew which 
patients were receiving drug or placebo. The 
relevant characteristics of the 2 groups are 
presented in Table 1. 

The experiment was conducted over 18 
weeks consisting of a 2-week premedication 
observation period, a 12-week medication 
period (during which the subjects received 
the drug or placebo), and a 4-week post- 
medication observation period. During the 
entire course of the experiment the patients 
were given no other so-called tranquilizing 
drugs, electroshock, or insulin therapy. The 
patients’ therapeutic milieu (consisting of an 
organized activity program, group therapy 
for 7 of the patients, and individual psycho- 
therapy with the ward psychiatrist once or 
twice weekly in 3 cases) was otherwise not 
altered. Sedation was administered by the 
ward physician when considered necessary. 


| 


1957 KENNETH TUCKER AND HAROLD WILENSKY 699 


TABLE 1 
CHARACTERISTICS OF DruG AND PLACEBO Groups 
Placebo 
(N= 31) 
Age (median) ......... eae 33 34 
Yr. of 1st hosp’n (median).. 1948 1947 
No. of No. of 
Diagnosis patients patients 
14 14 
7 7 
I 2 
Undifferentiated ............. 5 
No. of No. of 
Prior somatotherapies patients patients 


Dosage.—Patients were started on 400 mg. 
q.i.d. orally. This dose was increased by 400 
mg. q.i.d. increments every 2 weeks in all 
cases not considered improved. An arbitrary 
upper limit of 1,200 mg. q.i.d. was set. The 
dosage was not increased in any case after the 
sixth week. By that time all but 8 patients in 
both groups were receiving maximum dosage. 
The medication was abruptly withdrawn 
exactly 12 weeks after it was started. 

During the course of the experiment the 
patients were evaluated by means of: (1) 
psychiatric interviews and ratings conducted 
by the senior author; (2) conferences with 
the ward personnel and the ward psychiatrist ; 
(3) a psychological questionnaire. EEG 
tracings, blood pressure, and weight records 
were also obtained. 

Psychiatric interviews.—Subjects were in- 
terviewed during the premedication observa- 
tion period and at 4-week intervals there- 
after. During the psychiatric evaluation, the 
interview was structured to the extent that 
certain questions were asked of every patient 
and specific objective phenomena were re- 
corded in each case. The recorded findings 
were subdivided into the following 3 cate- 
gories: (1) observable (1.e., objective) signs 
of anxiety and tension; for example, hyper- 
motility; (2) subjective reports of anxiety ; 
typical areas included expressed fears, ap- 
prehensions, disturbing impulses or thoughts, 


guilt, and fearful hallucinations ; (3) subjec- 
tive reports of physical symptoms related to 
anxiety. These included complaints of pal- 
pitations, light-headedness, excessive sweat- 
ing and fatigue, as well as preoccupations 
with health and functioning of bodily organs. 

Ward Conferences.—Weekly conferences 
were conducted with the nurses and nursing 
assistants (psychiatric aides), during which 
each patient was discussed in detail. Patients 
were rated for the extent of disturbed ward 
behavior (by asking specific questions about 
irritability, hypermotility, and emotional 
lability). A separate evaluation of estimated 
changes in anxiety and tension levels was also 
obtained. 

Psychological Questionnaire-—A_ person- 
ality inventory containing 74 “anxiety” items 
was administered during the preliminary ob- 
servation period, repeated during the final 
week of medication, and again at the conclu- 
sion of the experiment. 

In addition to these measures, the ward 
psychiatrist was asked to make a general 
rating of the changes, if any, in anxiety and 
tension levels of each patient at the end of 
the 12-week medication period. 

The only physiological measurements taken 
were twice-weekly blood pressure readings 
and weekly weight records. Attempts to col- 
lect data about sleeping patterns failed be- 
cause of inaccurate reports. Observations of 
side-effects (notably drowsiness) were made 
by the ward personnel and reported in the 
weekly conferences. 

The sole laboratory record obtained was a 
series of 3 EEG’s on each patient, taken in 
the preliminary observation period, during 
the last week of medication, and at the end 
of the postmedication observation period. 


RESULTS 


Anxiety and Tension.—At the end of the 
experiment the patients were rated in terms 
of degree of change in their levels of anxiety 
and tension, being categorized as worse, un- 
changed, mildly improved, moderately im- 
proved, or markedly improved, In making 
this evaluation, we employed all of the col- 
lected data. Significant improvement (“mod- 
erate” or “marked” ) was considered to be im- 
provement of such a magnitude that patients 
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previously exhibiting many of the signs and 
symptoms of anxiety and tension manifested 
clear reduction or disappearance of such phe- 
nomena. The clinical anxiety and tension 
rating scale used was derived from Fleet- 
wood(3). Slight improvement referred to 
relatively minor changes which, for the most 
part, could be detected only by persons in 
continued contact with the patient (i.e., ward 
personnel ). 

The final evaluation at the end of the 12- 
week medication period revealed a significant 
unprovement (1.e., “moderate” or “marked” ) 
in 13 patients of the drug group (41%) as 
compared with 3 in the placebo group (10% ). 
A chi-square test shows that this difference 
is Statistically significant at the 1% level of 
confidence, A repeat evaluation 4 weeks after 
the cessation of medication revealed a con- 
siderable reduction in the degree and number 
of patients maintaining improvement. Three 
patients in the drug group and one in the 
placebo group continued significantly im- 
proved, The over-all results are presented in 
Table 2. No significant correlations were 
demonstrated between improvement shown 
and age, duration of illness, or the extent of 
previous drug therapy. 

A breakdown of the data obtained in the 
psychiatric interview is presented in Table 3. 
Inspection of the results reveals that 4 weeks 
after the start of medication, reduction in 


TABLE 2 


Decree or IMPROVEMENT AND NUMBER OF PATIENTS 
Eacu Cartecory * 


4 weeks 
after with- 


After 12 weeks drawal 


Rating 
Marked improvement ... 
Moderate improvement . . 
Mild improvement 
No change 
Worse 


Placetx 


LS) 


Total 31 


* Chi square tests of differences between groups are si 
nificant at 1% level. 


signs and symptoms occurred in large per- 
centages of both drug and placebo groups. 
However, the drug group shows increasing 
improvement up to the end of the medication 
period ; whereas, the placebo group shows 
erratic changes. The greatest differences be- 
tween the groups occur at the end of the 
medication period. In the number of patients 
showing reduced objective signs of anxiety 
and/or tension, this difference attains sta- 
tistical significance. 

An analysis of the material obtained from 
the ward personnel is presented in Table 3. 
I-xamination of these findings shows that in 
approximately 50-60% of the patients there 


TABLE 3 


PERCENTAGE OF 


Psychiatrist’s rating 


Dru 
Observable anxiety ~ 


Jrug 


I 
Subjective report of psychological symptoms. of 


Dru 
Subjective report of physical symptoms J 8 


Nursing personnel! rating 
Disturbed ward behavior 


Dru 
Anxiety and tension 


Placebo 


*lacebo 


Patients Suowinc Repucep ANXIETY AND TENSION ON PsyCHIATRIC AND NURSING 
PERSON NEL 


RATINGS 


Number of weeks on medication 
4 wks. 
postmedi 
cation 


8 wks. 12 wks. 


Percentage 
A 


4 wks. 


72° 
42 
69 
57 
68 


53 
55 


76 
57 


68 


\ Placebo 


Placebo 


* Chi square test of differences between groups are significant at or beyond 2% level. 


|| 
4 
7 8 12 3 
m 14 24 
: 
54 
43 46 43 
ores 5° Ge 53 
45 29 19 
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was a decrease in disturbed ward behavior 
throughout the course of the experiment 
without appreciable differences between the 
2 groups. However, the number estimated 
as improved in relation specifically to anxiety 
and tension was greater in the drug group, 
as compared with the placebo group, from 
the start. This difference reached its greatest 
magnitude at the end of the medication period 
when 66% of the drug group was rated by 
the ward personnel as showing slight to 
marked improvement as compared with 29% 
of the placebo group. 

Only 18 patients in the drug group and 20 
in the placebo group were able to complete 
the psychological questionnaire on the 3 oc- 
casions it was administered. The remaining 
patients were unable to respond adequately 
to the questionnaire, chiefly because of poor 
contact with reality. Results of the tested 
patients showed that there was a greater re- 
duction in the mean number of items indica- 
tive of anxiety among the drug group when 
examined at the end of the medication period. 
An analysis of variance technique, however, 
reveals that the difference does not attain sta- 
tistical significance. The mean scores ob- 
tained are presented in Table 4. 

Physiological Changes.—The physiological 
measures (blood pressure and weight) re- 
mained relatively constant throughout the 
experiment. 

EEG Findings*.—The results of the 
EEG’s are summarized in Table 5. The out- 
standing electroencephalographic feature of 
those patients receiving the meprobamate was 
the presence of fast activity, most predomi- 
nant in the frontal areas, in 56% of the 
cases. This has not been previously reported 


TABLE 4 
MrAN Scores ON PSYCHOLOGICAL QUESTIONNAIRE * 


4 wks 
postmedi 
cation 


29.8 
32.6 


tath wk 
on medi 
cation 


Preliminary 
period 


Drug (N = 18) 34.3 28.5 
Placebo (N = 20) 37.6 34.5 


* Differential chanwes between groups from test to test are 
not statistically significant 


83 Mr. Lewis Brown, EEG technician at the Frank- 
lin D. Roosevelt VA Hospital, obtained the 174 
EEG tracings used in the study. Albert N. Browne- 
Mayers, M.D., of the Cornell University Medical 
College department of psychiatry, evaluated and 
interpreted the EEC findings. 


in the literature. The type of fast activity 
is much like that seen after barbiturates but 
in these cases is somewhat slower and a little 
more irregular. The fast activity seen in the 
2 placebo group patients was, in one case, 
present both before and after, as well as dur- 
ing placebo administration, In the other case, 
the fast activity was probably due to the 
administration of sedatives after the cessa- 
tion of placebo. 

There are other findings in the placebo 
group, however, which are not so easily ex- 
plained. Both groups showed about a 40% 
increase in alpha activity. With the placebo 
patients, the changes for the most part oc- 
curred at the time of placebo administration, 
With the drug patients, however, the changes 
in alpha occurred after the cessation of 
meprobamate. Several more subjects showed 
a decrease in the voltage with the placebo 
rather than with the drug. The correlations 
between improvement and EEG changes do 
not approach statistical significance. 

Side-effects —Fight of the patients taking 
the drug (in contrast to only 1 on placebo) 
complained of temporary “stomach upsets” 
at various times during the medication period. 
One of these had a previously diagnosed 
peptic ulcer, In no case was the symptom of 
such a magnitude that specific therapy was 
required. 

Drowsiness was noted at some time in the 
first several weeks in 10 patients of the drug 


TABLE 5 


Numper or Patients Suowinc EEG 


Drug Placebo 

Type of change and period (N 32) (N 26) 
Fast activity 

Final week on medication. 


18 (56%) 2(8%) 


Increased alpha activity 
Final week on medica- 
tion only 
Postmedication period only 
final and postmedica- 
tion EEG’s .. 4 


Total 


Depressed voltage 
Final week on medication 
Postmedication period 
final and postmedica 
tion EEG’s ... 


Total .. 
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group and in 8 of the placebo group. After 
the second month of the medication period, it 
was observed in a minimal number of pa- 
tients (3 in the drug and 4 in the placebo 
group). At no point was there a significant 
difference between the number of patients 
in each group reported drowsy. 

Two of the patients on the drug experi- 
enced solitary grand mal seizures within 36 
hours after withdrawal of the medication. 
One of these had had no previous history of 
convulsions. The other had a history of a 
single, unobserved “fainting spell,” which 
occurred 1 month prior to the experiment. 
EEG’s of both patients taken within 2 hours 
of their convulsions were reported as within 
normal limits. Both patients had shown the 
specific increased fast activity in the EEG 
taken while they were receiving meproba- 
mate. There was no recurrence of seizures. 


Another striking consequence of the ab- 
rupt withdrawal of medication was a tempo- 
rary sharp increase in anxiety and tension in 
16 of the patients receiving the drug and in 3 
receiving placebo. Of great interest is the 


fact that the 3 placebo group patients who 
became worse after the placebo was with- 
drawn were the same 3 patients rated as sig- 
nificantly improved during the medication 
period, 

No other side-effects were reported. 


DISCUSSION 


The results obtained from this blind ex- 
periment indicate that meprobamate is effec- 
tive in reducing the anxiety and tension ac- 
companying certain schizophrenic processes. 
The patients receiving meprobamate con- 
tinued to improve up to the time of with- 
drawal, suggesting that it may be desirable 
to continue the medication beyond a 12-week 
period. The disturbances following with- 
drawal point to the need for gradual termina- 
tion of therapy. The salutary effect is ap- 
parently not related to age, diagnostic sub- 
division, or extent of previous drug therapy. 

One result not demonstrated in the over- 
all findings, however, was that patients re- 
ceiving meprobamate on the most acutely 
disturbed wards showed considerably less im- 
provement. It is of interest to note that on 
these wards the aides discovered large 


amounts of discarded medication. (On one 
ward, where 5 of 6 patients were receiving 
the drug, nearly 200 pills were found behind 
the radiator enclosures.) It is conceivable 
that the beneficial effects might have been 
even greater had all the medication been 
taken as planned. In this context, perhaps 
pharmacotherapy experiments with grossly 
psychotic patients in hospital settings should 
utilize drugs that can be administered in an 
elixir or parenteral form. 

Another striking effect was the large num- 
ber of patients showing apparent improve- 
ment initially, regardless of the actual medi- 
cation received. This is postulated as being 
due to various factors; in part, the psycho- 
logical effect on the patient of receiving medi- 
cation and special attention (even though 
only Io patients in the preliminary examina- 
tions expressed a need for any type of ther- 
apy). A second factor was the enthusiasm 
of the hospital personnel evaluating the pa- 
tients (i.e., changes were anticipated and 
probably readily reported). However, this 
“placebo effect” was not maintained through- 
out the medication period, in sharp contrast 
with the drug effect. Perhaps future studies 
could control this “placebo effect” by giving 
placebo initially to both groups, switching 
to the drug in one group after several weeks, 
at a time determined by a person not other- 
wise involved in the experiment. Such a 
method would appear to be more efficient 
than the standard double blind study. 

A criticism of blind studies by Sabshin and 
Ramot(6) centered about the use of inert 
placebos. In this study no striking side-ef- 
fects or physiological changes occurred to 
distinguish between the two groups. In ex- 
amining the nurses’ notes after the experi- 
ment ended, it was found that only 5 pa- 
tients had received sedatives more than 3 
times during the medication period. Of these, 
2 were in the placebo group. Again, it is of 
interest that these patients were among the 
3 in that group rated as significantly im- 
proved. Of the 3 patients in the drug group 
who received relatively frequent sedation, 2 
did not require any sedation after the first 
4 weeks of drug administration. 

The results of the EEG studies indicate 
that meprobamate is a drug which draws 
specific neurophysiologic changes similar, but 
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not identical, to changes in EEG’s obtained 
from patients receiving barbiturates. In ad- 
dition, the neurophysiologic potency of the 
placebo over a prolonged period is suggested 
by its influence on the EEG (as increased 
alpha activity ). 

The 2 convulsions which occurred after the 
abrupt withdrawal of meprobamate may be 
viewed as similar to the so-called abstinence 
syndrome, described by Fraser and his as- 
sociates(4), developing after the abrupt with- 
drawal of barbiturates. This syndrome, as 
described, includes occasional convulsions of 
a grand mal type and great anxiety. 


CONCLUSIONS 


1. Meprobamate is clearly of value in re- 
ducing the anxiety and tension level of 
chronic schizophrenic patients. Forty-one 
percent of a group of 32 patients receiving 
the drug for 12 weeks (up to 1,200 mg. 
q.i.d.) showed a significant improvement in 
comparison with 10% in a group of 31 pa- 
tients receiving placebo. Improvement in the 
drug group continued to increase until with- 
drawal suggesting that a treatment period 
of longer duration is advisable. The effect 
was considerably reduced within 4 weeks 
after cessation of treatment. 

2. During the medication period 8 pa- 
tients complained of transient stomach up- 
sets. No patients, however, required specific 
therapy. No other side-effects were noted 
during the time the patients received the 
drug. Upon abrupt withdrawal, solitary 
grand mal seizures occurred in 2 patients, 
as well as other less serious signs of increased 
anxiety and tension in other patients, indicat- 
ing the need for gradual withdrawal. 


3. The beneficial effects of meprobamate 
are unrelated to age, duration of illness, or 
diagnostic subdivision. 

4. The improvement shown initially by the 
placebo group underscores the need for care- 
fully controlled studies in evaluating therapy. 

5. Meprobamate causes specific fast ac- 
tivity changes on a majority of EEG’s. The 
increased alpha activity seen on the EEG’s 
of patients receiving placebo as well as those 
receiving meprobamate demonstrates appar- 
ent evidence of placebo potency on a neuro- 
physiologic level. 
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The idea that there is a relationship be- 
tween the seizures of epileptic women and 
some aspect of their sexual lives is at least 
as old as Hippocrates who said that “cessa- 
tion of the menstrual flux is the cause of 
seizures” (1). It is also a current concept as 
evidenced by Lennox’s interesting chronicle 
in the Epilepsia (1955), entitled, “The 
Reign of the Uterus”(2), which emphasizes 
the confused relatedness of seizures, female 
sexuality, and hysteria or psychological dis- 
turbances. It will be possible for us to men- 
tion only a small part of the vast literature 
on this subject. 

Menstruation in particular has been sin- 
gled out by many authors since Hippocrates. 
Medieval and post-medieval writers held 
that good menses would prevent epilepsy. 
A very common belief is that seizures occur 
more frequently in relationship to menstru- 
ation. In 1857 Locock(3) said “seizures 
are often related to hysteria or the menses.” 
In 1904 Spratling(4) reported that a quar- 
ter of his patients had more seizures dur- 
ing menstruation. Turner(5), in 1907, said 
“the relationship of epileptic fits to menstru- 
ation is well established. In the majority of 
female epileptics, the seizures are observed 
to occur immediately before, or shortly after 
the monthly period, or if the fit incidence is 
more frequent an augmentation in their 
number or severity is noticed at these times.” 
Church and Peterson(6) in 1914, and Healey 
(7) in 1928 report much the same. Lennox 
and Cobb(8) in 1928 speak of “the well 
known fact that many female patients fre- 
quently have seizures near the time of their 
menstrual periods.” In his classical textbook 
of neurology, Kinnier Wilson(g) speaks of 
“menstrual epilepsy” and says, “in the ma- 
jority fits take place just before the monthly 


1 Read at the 112th annual meeting of The Ameri- 
can Psychiatric Association, Chicago, IIl., April 30 
May 4, 1956. 

2 From the department of psychiatry, Yale Uni- 
versity School of Medicine, 80 East Concord St., 
Boston, Mass. 
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period or during its course, being rarer after 
its end.” Penfield and Jasper(10) in 1954 
state, “epileptic seizures in females often be- 
gin at the time of their menarche and some 
relationship to the menstrual cycle is a com- 
mon observation, hence the term “menstrual 
epilepsy” has been used to describe some 
cases. Attacks are more likely just before 
the menses rather than during or after- 
wards.” 

In 1949 Bridge(11) states, concerning 
menstruation, that “women with epilepsy 
may be entirely free from seizures except 
during this time. In such instances the clear 
relationship between epilepsy and the menses 
points to an effect of the endocrine glands 
. . . indirectly through edema of the men- 
strual period.” Thus Bridge gives the fe- 
male sex glands and hydration etiologic sig- 
nificance, although he did not make a study 
of it. 

In this literature relating seizures to men- 
struation it is striking how often this relat- 
edness is a clinical impression rather than 
a statistical conclusion. F-ven so, there is a 
difference of opinion as to whether seizures 
relate to the time of menstrual flow itself, 
to the time before, or to the time after. 
In other words, it is not clear to which phase 
of the menstrual cycle seizures are related. 
In this paper we present evidence about this 
relationship. 

Two previous statistical analyses of the re- 
lationship between seizures and menstrua- 
tion were done by Dickerson(12) in Michi- 
gan, and Rios and d’Alembert(13) in Brazil. 
Dickerson found that 10% of 269 patients 
showed more seizures or had seizures only 
during menstrual bleeding. However, since 
menstrual flow was the only physiological 
phase of the cycle he defined, he could not 
say much about the seizure-phase relation- 
ship in the vast majority of his cases. Nor 
did he offer any explanation of the 10% who 
had “menstrual epilepsy.” Rios and d’Alem- 
bert found in 104 patients that “the influence 


| 
| 


1957] 


BANDLER, KAUFMAN, DYKENS, SCHLEIFER, AND SHAPIRO 


795 


of menstruation on seizure incidence is 
small,” but their statistical treatment is un- 
satisfactory. Their division of the men- 
strual cycle was into 4 phases—-menstrua- 
tion, the week before, the week after, and 
the remainder of the time. They indicated 
only whether seizures were present or ab- 
sent in each phase, without giving any quan- 
titative information about the incidence. 
Since their division of the menstrual cycle is 
arbitrary rather than physiological, and since 
they did not quantitate the seizures, no real 
correlations are possible. 

The literature thus shows that although 
there is wide acceptance of the belief that 
there is a relationship between seizures and 
menstruation there is no reliable statistical 
information about the incidence of seizures 
in the different phases of the menstrual cycle. 
Yet “menstrual epilepsy” is considered to be 
a specific syndrome, to account for which 
various physiological explanations have been 
offered involving the endocrines and hydra- 
tion. There have, however, been no studies 
undertaken to test these hypotheses. We 
wonder if the incidence of menstrual epi- 
lepsy is any greater than that of proliferative 
epilepsy, ovulatory epilepsy, progestative 
epilepsy, or premenstrual epilepsy. 

Some authors, such as Spratling(4) and 
Partridge(14), believe that there is a relation 
between seizures and irregularities in the 
menstrual cycle. They state further that the 
menstrual cycles of epileptic women are often 
irregular. llowever, these authors did not 
adequately define the menstrual cycle. 

There have been no studies of the men- 
strual cycle of epileptic women which offer 
data about the normality of the cycle with 
respect to length and ovulation. Thus there 
is no knowledge whether epileptic women as 
a group ovulate or not. 

Because of this paucity of information 
about epileptic women, namely, (1) whether 
or not they have normal ovulatory menstrual 
cycles ; and (2) whether or not they have an 
increased incidence of seizures during any 
physiological phase of the menstrual cycle, 
and if so, which phase ; and also (3) because 
of the confused relatedness between epilepsy, 
female sexuality, and hysteria to which Len- 
nox still points, we undertook a study of 
such women. Our hypothesis was that sexu- 


ality in the broadest sense (eroticism, men- 
struation, pregnancy, and motherhood ) plays 
an important etiological role in the occur- 
rence of seizures in epileptic women between 
the menarche and the menopause. 

With the aid of the Institute of Mental 
Health, U.S.P.H.S., we carried out for 3 
years a combined psychiatric and physiologi- 
cal study of over 30 epileptic women in the 
age range between menarche and menopause. 
Our patients were selected without regard 
to the type of epilepsy, whether idiopathic or 
acquired. The diagnosis of epilepsy was 
clear and the EEG was abnormal in each 
case. The patients had to be of at least aver- 
age intelligence and free of significant psy- 
chosis, alcoholism, or psychopathy. 

Our study consisted of: (1) weekly psy- 
chiatric interviews extending from 100 to 
over 300 visits; (2) psychological tests, in- 
cluding the Rorschach and Thematic Apper- 
ception, which were done at intervals dur- 
ing the study; (3) the definition of each 
menstrual cycle by daily vaginal smears 
(using the Shorr technique) and basal tem- 
peratures into 5 phases, namely, ovulation, 
progestation, premenstruation, menstruation, 
and proliferation; (4) frequent EEG’s at 
the various phases of the cycle; (5) deter- 
mination of hydration throughout each cycle 
by daily basal weights; and (6) accurate 
temporal charting of all seizures. 

The various interviews and tests were 
done independently by a psychiatrist, a gyne 
cologist, an epileptologist, and a clinical psy- 
chologist. There were also 2 groups of con- 
trols without psychiatric interviews, namely, 
10 nonepileptic and 8 epileptic women, In 
all epileptic subjects the frequency of sei- 
zures and the amount of antiepileptic medi- 
cation were stabilized before the study 
started. 

Our first finding presented has to do with 
the normality of the menstrual cycles of our 
epileptic patients, entirely aside from the 
matter of seizures. There were 29 patients 
whose menstrual cycle data were reliable, 
based on 6 to 39 cycles. The mean length of 
cycle based on individual averages was 30.1 
days. In a study of 20,000 calendar records 
from 1,500 women Arey(15) found the 
mean length of cycle to be 29.5 days. This 
is not a significant difference. All of the 2g 
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epileptics ovulated—23 during every cycle 
studied, and the remaining 6 in at least half 
Of the 6 who did not ovulate 
every cycle, 2 were adolescents and one was 
becoming menopausal. According to gyne- 
cologic sources, such as Novak(16), men- 
struation is normal if ovulation re-asserts it- 
self, even after anovulatory cycles. Thus it 
is clear that these epileptic women have nor- 
mal ovulatory menstrual cycles. 

With respect to the relationship of sei- 
zures to menstruation we have first the testi- 
mony Of 30 epileptic patients in response to 
3 questions (Table 1). Almost 57% said 
that there is a relationship between seizures 
and menstruation; but only 20% relate the 
first seizure or the recurrence of seizures to 
menstruation ; and only 13% relate seizures 
to the first period, 

The definition of each menstrual cycle into 
5 phases, and the temporal charting of all 
seizures, enables us to determine the rela- 
tionship between menstrual phases and sei- 
zures in 22 epileptics. The remainder of our 
subjects were dropped from this analysis for 
the following reasons: (1) An insufficient 
number of seizures defined as fewer than 5; 
and (2) insufficient data about the menstrual 
cycles. 

lirst, for each woman we can examine the 
relationship between phases and seizures by 
applying the chi square method to a com- 
parison of the percent time represented by 
each phase and the percentage of all seizures 
occurring in that phase. This, of course, 
would tell us which, if any, phase is statisti- 
cally preferred. For example (Table 2), 
Subject A had 646 seizures which were dis- 
tributed among the phases as follows—6% 
during ovulation, 35% during progestation, 

% during premenstruation, 16% during 
menstruation, and 35% during proliferation. 
These phases represent 7%, 360%, 7%, 16%, 
and 34% of the time of observation, respec- 


the cycles. 


TABLE 1 


Yes No 

Are seizures related 
menstruation ? 

Was the first seizure, or 
the recurrence of sei- 
zures, related to men- 
struation? 

Was the first period re- 
lated to seizures? ..... 


17 (56.7%) 13 (43.3%) 


6 (20%) 


4 (13.3%) 


24 (80%) 


26 (86.7%) 


TABLE 2 
Subject A 


struation 


Premen- 
Menstru- 
ation 


Oo 
S 


Seizures 
Per cent seizures... 6 35 
Per cent days..... 7 36 


wm 
N 


Subject B 


46 116 634 
Seizures .. ‘ 34 172 597 
Per cent seizures.. ‘ 6 32 100 
Per cent days..... 7 18 100 


tively. By the chi square method there is 
no phase preference. In Subject B, on the 
other hand, chi square assumed significance, 
and when each phase was examined by the 
“t” test, a preference for menstruation was 
found. 

sy this study of each individual (Table 3) 
it was found that of the 22 subjects, 6 
showed no phase preference; 5 preferred 
menstruation, 4 each, proliferation and pro- 
gestation; and ovulation and premenstrua- 
tion were each preferred by 2. 

To examine the preference by the whole 
group of 22 epileptics for each of the 5 
phases we had to compare the medians, per- 
cent days, and percent seizures, since the 
number of days and number of seizures dif- 
fered so greatly among the individual sub- 
jects. Table 4 shows that by the chi square 
method the incidence of seizures falls within 
the normal distribution for the phases of the 
menstrual cycle. There is no significant in- 
crease of seizures during any phase. Sei- 
zures occur at random throughout the men- 
strual cycle. 

The individual phase preferences shown 
by 16 of the 22 epileptic women are them- 
selves part of the random distribution for 
the whole group. This might serve to ex- 


TABLE 3 
Individual phase 

preference 
Ovulation 
Progestation 
Premenstruation 
Menstruation 
Proliferation 


Number 
of subjects 


* 1 subject showed preference for these 2 phases. 
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TABLE 4 


Twenty-two subjects 


€ 
Median per cent 
days dari 7.5 32.0 7.5 17.5 33.5 
Median per cent 
seizures .... 6.5 27.0 6.5 17.5 26.5 
20 go .50 .50 


plain the previous statements by various 
authors assigning an increased frequency of 
seizures to a given phase of the menstrual 
cycle. Especially does it explain the differ- 
ences of opinion among these authors as to 
which phase is preferred, whether menstrua- 
tion or the other phases of the cycle. 

However, this statistical analysis does not 
explain the general tendency to relate sei- 
zures in some way to the menstrual cycle, 
and certainly it does not explain why a ma- 
jority of the very women in whom this ran- 
dom distribution is found themselves relate 
seizures to menstruation. The answer to 
this, we believe, lies in the psychological sig- 
nificance of menstruation. We cannot in this 
paper supply corroboration of our psycho- 
logical hypothesis. We have done this to 
some extent in 4 previous papers, one before 
this Association in 1953. All we can say 
now is that at times an epileptic woman may 
suddenly show a phase preference, which 
occurs for only one or several cycles and then 
stops. Later she may show a different phase 
preference, again for a limited time. We 
have found that when this occurs it appears 
to be most closely related to psychological 
factors. Specifically, what is dynamically 
significant is the meaning to the patient, at 
that time, of that particular phase of the 
cycle, .¢e., the fantasies and feelings about 
that phase. 

For example, one patient with a strong uncon- 
scious wish for a child suddenly began having very 
many seizures at the time of ovulation. This oc- 
curred when the temperature rise of ovulation, 
about which the patient learned from taking her 
temperature daily, became associated in her mind 
with the heat of passion. At the same time ovula- 
tion itself became associated with the possibility 
of pregnancy. These fantasies became dynamically 
significant because her erotic feelings for her thera- 
pist and her desire for a child from him were being 
powerfully stimulated but also frustrated. 


Another example is a spinster, the oldest of 7 
children, with an intensely ambivalent relationship 
to her dead mother; she suddenly had 10 seizures 
during a menstrual period. The menstrual bleeding 
became associated in her mind with sado-maso- 
chistic fantasies of delivery when her father told 
her, just at the beginning of the period, of the 
pregnancy of a younger sister. This happened at 
a time when the patient’s some-time lover was 
returning to his wife. At the same time the patient 
was beginning to have pregnancy fantasies in treat- 
ment. During several years of observation she had 
only one other seizure during menstruation. 


We believe that in these transient phase 
preferences, it is clearly the psychological 
significance of the phase which is decisive. 


CONCLUSIONS 


On the basis of the findings presented, we 
derive the following conclusions : 

1. Epileptic women have normal ovula 
tory menstrual cycles. 

2. The seizures of epileptic women as a 
group have a random distribution with re- 
spect to the phases of the menstrual cycle. 

3. Many individual epileptic women show 
an increased incidence of seizures during a 
particular phase of the menstrual cycle. 
This phase preference, however, by indi- 
vidual epileptics, ts spread among all the 
phases, and is itself part of the random dis- 
tribution for the group. Consequently, the 
concept of “menstrual epilepsy” may be due 
to this phase preference shown by some 
women ; however, it would be equally valid 
or invalid to speak of “proliferative epi- 
lepsy,” or “ovulatory epilepsy,” or “pro- 
gestative epilepsy,” or “premenstrual epi 
lepsy,” since other women show statistical 
preference for these phases. 

4. In some instances transient phase pref- 
erences clearly have been due to discernible 
psychological factors. It is possible that all 
the individual phase preferences within the 
random group distribution are largely de- 
termined by psychological factors. As yet we 
are not able to speak conclusively about this. 

5. With respect to the confusion between 
epilepsy and hysteria, it seems possible that 
it is due to the importance of psychological 
factors in both disorders. 
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DISCUSSION 


Tuerese Benevek, M.D. (Chicago, Ill.).— 
Prejudice and superstition die hard. It is a special 
merit of this investigation, presented so simply and 
clearly, that it takes up an old belief, which has 
survived generations of scientists as fact, namely, 
that female epileptics are apt to have more fre- 
quent and more severe seizures around the time 
of menstruation than otherwise. Investigating this 
assumption with the modern, multidisciplinary ap- 
proach, and comparing the distribution of epileptic 
seizures in all phases of the cycle, the authors come 
to the conclusion that menstruation does not play 
any significant role in the activities of seizures. 
What is our response to this finding? My own is 
surprise, amost disbelief. I feel the impact of the 
prejudiced expectation. We are inclined to ask 
whether the sample of 30 women is sufficient. I 
do not doubt the validity of this result, but I want 
to underline our tendency to go along with old 
beliefs and our reluctance to accept corrections, 
although we spend time, effort and money to 
achieve them. 

I personally have reason to be very gratified with 
the findings of this investigation, for it corroborates 
the conclusions drawn from my studies of the fe- 
male sexual cycle. The latter revealed that parallel 
with each phase of the hormonal cycle one or the 
other specific tendency of the sexual drive motivates 
the emotional life of the woman. During the estro- 
gen phase of the cycle it is the heterosexual ten- 
dency and related conflicts which dominate the be- 
havior ; during ovulation and the progestation phase 


conflicts related to pregnancy and motherhood are 
in the foreground; during the premenstrual-men- 
strual phase, when the hormone level is low and 
the ego tends to be regressive, the infantile con- 
flicts and the fearful expectations connected with 
menstruation motivate the emotional life; anger 
and frustration, depression or overactivity describe 
the behavior during this phase in most general 
terms. 

Probably the loss in controlling power of the ego 
and the resulting overt emotionalism explain our 
inclination to believe that the awe-inspiring fact of 
menstruation can cause, or in any event, activate 
another awe-inspiring phenomenon, the epileptic 
seizure. Yet Dr. Bandler and his associates found 
that seizures occur at random throughout the men- 
strual cycle; that fantasies and feelings related to 
the special phase of the cycle—.e., the meaning of 
that phase of the cycle to the patient in a given 
time—is dynamically significant for the activation 
of the seizure. 

The psychodynamic significance of this finding is 
far-reaching. I want to emphasize only one aspect: 
it shows clearly the connection between “life situa- 
tion—emotion and symptom.” For example, a 
young girl afraid of becoming a woman and 
afraid of her heterosexual tendencies may have 
seizures in the premenstrual and the proliferative 
phase of the cycle. The same woman, years later, 
when her conflicts are concentrated around child- 
bearing, might have seizures during the progesta- 
tion phase of the cycle. The analysis of the psy- 
chologic material referable to the seizure reveals 
then the repressed developmental conflicts which 
motivate the current conflicts. 

The findings presented here today are confirmed 
by another recent study on epilepsy by Epstein and 
Irving, who also came to the conclusion that the 
content and structure of psychomotor seizures can 
be interpreted in terms of repressed emotional con- 
tent. This underlines again, as the authors indicate, 
the dangers of confusion between epileptic seizures 
and hysteria. At the same time, I believe that the 
present investigation not only warns us against such 
confusion but also outlines the steps of differentia- 
tion. The present investigation calls our attention 
to the fact that the psychologic content of the sei- 
zure is related to the hormonal cycle—ie., to a 
physiologic system other than the one which pre- 
disposes to seizures or is responsible for the epi- 
lepsy itself. 

The sexual conflict creates an instinctual tension 
which may be experienced in various ways—as 
frustration and/or anger; as longing and/or depres- 
sion—and thus creates intrapsychic tension which 
triggers the seizure. The psychologic content, how- 
ever clearly demonstrated it may be, in dreams and 
fantasies or in life situations, however accessible it 
may be to interpretation, means only the psycho- 
logic “working-through” of an intrapsychic tension, 
and is not the cause of the disease. 

Investigations, such as the present one, are the 
means by which we shall be able to differentiate the 
rank and order of the factors which enter into the 
motivation of seizures. 
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THE PSYCHOPHYSIOLOGY OF SCHIZOPHRENIA 
RICHARD C. COWDEN, Pu.D.,' Cro 


With the advent of the new alleviating 
drugs the pendulum seems to be swinging 
back toward a physical explanation of the 
schizophrenic process with a resulting con- 
flict between the “functionalists” and the 
“organicists.” 

The organicists argue that physical 
changes occur but that their instruments are 
not exact enough to detect the histological 
changes. “Such disturbances evidently oc- 
cur at a molecular level, too subtle to yield 
directly to present-day analysis by neuro- 
anatomists and neurophysiologists”(21, p. 
434). Landis goes a bit further in his dis- 
cussion of lobotomy( 36): he states that the 
relief of “anguish” by lobotomy occurs as a 
result of some agent carried in the blood 
sensitizing the cortical tissue, usually in the 
prefrontal area. 

The functionalists state that there need be 
no anatomical change for a behavioral change 
to occur; that the organ functions perfectly 
but the operator (patient) is inefficient. This 
appears untenable since it requires independ- 
ence of the mechanism from the operator and 
this situation does not exist in reality. How- 
ever, it is possible that the dysfunction (be- 
havioral) may be due to the establishment of 
inappropriate associations. A mechanical 
brain can function perfectly yet come up with 
the wrong answer simply because the wrong 
information was fed into the machine. The 
direction of its effort is wrong. So it may be 
with schizophrenics—the direction of their ef- 
fort is wrong. ‘They have learned an aberrant 
way to gain satisfaction and expend great 
quantities of effort to maintain these habits. 
One cannot say that a schizophrenic is not 
motivated; rather the direction of effort is 
inappropriate and a redirecting of this effort 
is the fundamental change to be sought in 
such a patient. “To the extent that behavior 
disorders are not determined by abnormal 
conditions in the brain, they must be con- 
ceived as consequences of learning’ (51, p. 
273). 

This paper attempts to examine some of 
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the evidence referring to the biological basis 
of a psychosis. It is based on the hypothesis 


that schizophrenia is a severe illness with 
definite biochemical changes which result 
from an attempt by the organism to adapt to 
a stress; that schizophrenia is a “disease of 
adaptation.” 


BEHAVIORAL EVIDENCE 


Probably none of the evidence that follows 
can be construed as positive proof of a bio- 
chemical basis for schizophrenia. Rather it is 
a form of negative evidence ; that is, it shows 
the failure of many behavioral studies to dem 
onstrate a difference between “functional” 
and “organic” cases. ‘The present tendency 
is to posit as the fundamental behavioral dif- 
ference between these 2 nosological groups a 
loss in the abstract attitude or the ability to 
conceptualize and integrate. Many psycho- 
logical tests now in general use depend on 
this idea that defects in abstract behavior are 
valid indicators of organic brain damage (12, 
16, 52). However, it has been repeatedly 
shown that schizophrenics, neurotics, and 
normals also suffer from this loss(4, 11, 14, 
16, 18, 24, 27, 29, 30, 39). It appears that 
the differentiation of organic from functional 
cases has little experimental basis. This is 
dealt with more completely in an excellent 
paper by Yates(53). The fundamental ques 
tion that this incurs is: since in other groups 
it is also possible to demonstrate this “or 
ganic-like” behavior, can one logically infer 
that an aberrant physiological or neurological 
change, albeit reversible, has taken place ? 

In the Greystone studies on ability to ab- 
stract(30), the preoperative as well as the 
postoperative results showed no statistically 
significant differences between the control 
and operated groups on the tests used, which 
were those specified by Goldstein as a measure 
of abstractive ability. Another author(29, p. 
182) commenting on this failure stated: 
The complicating factor in lobotomy is the fact that 
the patients are psychotic. This is not an insur 
mountable barrier, however, since it is quite possible 


to obtain psychometric records from such patients, 
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Here the author rather casually dismisses the 
primary reason for the lobotomy, a psychosis. 
Since most psychoses usually show impaired 
abstracting ability, at least under non-stress 
conditions, is it proper to view the psychosis 
as a relatively unimportant factor when actu- 
ally it may be the primary reason why no 
definite pre- or posttest differences in intel- 
lectual functioning are found? That is to say, 
no differences in pre- and postlobotomy test- 
ing were found because the disruption of the 
“abstract attitude” supposedly caused by the 
operation was already effective in the schizo- 
phrenic patient. It may be that the research- 
ers were looking for a loss of an ability which 
was discarded when the psychosis developed 
and not when the operation occurred. This 
idea is supported by the fact that intellectual 
loss is shown by patients requiring a lo- 
botomy for intractable pain (20). 

Distortions shown on Halstead’s category 
test(14) by organics are no greater than nor 
fundamentally different from those which 
characterize the performance of the mentally 
ill patients. Meadow and Funkstein( 39) 


found that a relatively marked impairment in 


abstract thinking in schizophrenia is paral- 
leled by a specfic type of autonomic reaction ; 
the reaction being a marked response to epi- 
nephrine, low blood pressure, and failure of 
the blood pressure to rise under most 
stresses, They state that the similarity of the 
loss of abstract ability in these patients and 
in those with organic disease would suggest 
a defect in the cortex. Kendig and Richmond 
(28) found the performance of schizophren- 
ics impaired, not only on “abstract tests,” 
but in all tests requiring sustained attention 
and effort. These failures to demonstrate dif- 
ferences between organics and functional psy- 
choses are the typical pattern (27, 34, 41, 52). 
More thorough reviews of the literature by 
Klebanoff(32) and by Yates(53) confirm 
this. Yates believes this failure is due to poor 
experimental design and lack of an adequate 
theory with which to guide research. 

Deficit in conceptualization or abstracting 
ability appears to be a definite concomitant of 
psychological pathology but it does not ap- 
pear to be dependent on the genesis of the 
illness. It makes little difference whether the 
pathology is somatogenic or psychogenic. The 
end result as shown by behavioral measures 


is the same. The tests do give a measure of 
pathology but do not permit any statement as 
to the source of the illness. The advent of a 
psychosis causes the same loss in conceptual 
ability as does trauma or infection of the 
cortex. 


PHYSIOLOGICAL EVIDENCE 

Studies relating to the physiological reac- 
tions of behavior deviants to stress give con- 
flicting results. Hoagland(21) states that 
two-thirds of a group of schizophrenic pa- 
tients are quantitatively subnormal in their 
adrenal stress responses and in their re- 
sponses to injected ACTH in comparison 
with a group of normal subjects. All the 
schizophrenics showed qualitatively abnormal 
stress responses. Pincus and Hoagland( 44, 
45) used exposure to heat and cold, ingestion 
of large doses of sugar, pursuit rotor fatigue, 
and frustration tests. In normals these 
stresses enhance adrenocortical activity: the 
greater the stress the greater the adreno-cor- 
tical output. Schizophrenics showed a strik- 
ing inability to respond to these tests with 
enhanced steroid output. The authors state 
that these results cannot be accounted for 
with the statement that the unresponsivity 
of the schizophrenic might be due to lack of 
interest and general detachment since some 
of the stresses were physiological. 

On the other hand, Gildea( 10) found that 
adrenal cortical function, when tested by 
physical stresses such as heat, epinephrine, or 
other means, appears to be normal. The only 
function in which their patients seemed to be 
defective was in capacity to react to “psy- 
chological stresses.” Meadow and Iunken- 
stein(39) state that the reactivity of the 
schizophrenics varies with severity of illness. 
They found 3 different levels of reactivity to 
pharmacological stress, with these levels not 
necessarily being related to the nosological 
category. Funkenstein et al.(8) found most 
of their psychiatric patients showed either 
exaggerated or weak responses to the drugs, 
epinephrine and mecholyl, often with deficient 
capacity to re-establish homeostasis, while the 
control group showed a moderate response to 
the drugs with early tendency to re-establish 
homeostasis. 

The net result of the studies showing 
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physiological differences between  schizo- 
phrenics and normals is that there is a defi- 
nite biochemical change occurring in many 
cases of schizophrenia, not all. Whether this 
is cause or effect remains a moot question. 
We know that certain drugs such as lysergic 
acid and mescaline can cause the psychologi- 
cal symptoms of a psychosis to appear. I am 
unaware of any studies that have determined 
the physiological changes that might occur 
while the subject is under the influence of 
these drugs. There is definite evidence of a 
relationship between improvement and 
physiological and neurological changes(9Q). 
However, the existence of a correlation does 
not always denote a cause-effect relationship. 
It is probably as Hebb states “. neurosis 
or psychosis is a product neither of experi- 
ence nor of constitution, but a joint product 
of both” (19, p. 259). 

Another question that arises is why does 
this physiological change occur in only some 
of the schizophrenics? If schizophrenia is a 
biochemical illness should not the changes be 
universal? It is noteworthy that the new al- 
leviating drugs, reserpine and chlorproma- 
zine, are not equally effective with all types 
of patients. Nor does their effectiveness de- 
pend on the patient’s nosological category. 
Recent studies by Cowden, et al.(5, 6, 7) 
show that these drugs are effective only with 
those patients who maintain a high level of 
anxiety which is manifested in gross behav- 
ioral deviations. That they are not effective 
with all patients is shown by other studies 
also(31, 37, 52). This differential effective- 
ness suggests that there are different types of 
schizophrenia based on physiological criteria. 

Is the physiological disruption an over-all 


general systemic weakness such as failure to 
maintain homeostasis; or is there a specific 
organ which might be considered the center 
for such deviations ? Many authorities believe 
that the center for the disruption of the bio- 
chemistry of schizophrenics is the hypothala- 
mus. This would explain the effectiveness of 


certain new drugs. If anxiety has its basis in 
the hypothalamus and the autonomic nervous 
system, we might say anxiety is basically a 
physiological experience. The drugs are ef- 
fective with those patients who still show a 
predominate adrenergic autonomic activity in 
response to stress. The patients who continue 


to be anxious and to be behavioral problems 
are those whose autonomic nervous systems 
continue to function in a more or less normal 
manner to maintain homeostasis. They could 
be characterized as being at what Selye( 47) 
calls the stage of resistance. They have not 
yet reached the stage of physiological exhaus- 
tion found in some schizophrenics as reported 
by Pincus and Hoagland(44, 45). This 
would logically follow since the drug is sup- 
posed to operate through the diencephalon, 
primarily via the hypothalamus. The drug 
would act as a depressor of the hypothalamus 
which, according to Gellhorn(g), would be 
advantageous to agitated and anxious pa- 
tients. The general importance of the hypo- 
thalamus in almost all realms of activity is 
well pointed out by Stellar(49). The ra- 
tionale behind the lobotomy operation points 
again toward the importance of the hypo- 
thalamus in this disease. 

Heath and his co-workers at the Tulane 
Medical School take exception to the stress 
placed on the hypothalamus and adrenal ac- 
tivity as the source of mental illnesses. They 
believe that the basic loss in schizophrenia is 
loss of ability to feel or experience a pleasur- 
able state. The results of their research with 
implanted electrodes and deep subcortical 
stimulation point to the basal septal region as 
being the most influential. These studies are 
well described in the book Studies in Schizo- 
phrenia(17). Their work suffers, however, 
from a lack of certain basic experimental con- 
trols such as the use of control patients and 
normal subjects (understandable in light of 
their method ) ; from a certain degree of inac- 
curacy in planting the electrodes ; and from an 
inability to determine whether the stimulation 
is specific to the septal region or has a spread- 
ing diffuse effect. I'urther, it is an attempt to 
localize the cause of schizophrenia, which I 
believe is a nonspecific illness involving the 
total organism. This theory is supported by 
the evidence of psychotic symptoms being 
caused by diverse sources such as vitamin de- 
ficiency, fatigue, drugs, alcohol, psychological 
stresses, physical disease, and hereditary fac- 
tors. Further, schizophrenia, interpreted in 
terms of present proven facts, cannot longer 
be considered a generic term that implies cer- 
tain universal characteristics. Nor is the pres- 
ent nosological system adequate to describe 
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and explain the recently discovered differ- 
ences in various patients or in the same pa- 
tient at different times. The physiological 
evidence suggests that basic differences exist 
in schizophrenic patients and that these bio- 
chemical differences might be the most fruit- 
ful in determining diagnosis, type of treat- 
ment, and prognosis. 


CONSTITUTIONAL FACTORS 


Under this heading must be considered not 
only genetics, but such factors as body type, 
nutritional or vitamin deficiency, organic in- 
sult, and enzymatic action. 

Kallman(26) has shown in his longitudinal 
studies of schizophrenia and family structure 
that the illness appears to have a direct cor- 
relation with heredity. Lennox (38) has done 
the same in studies on epilepsy. Further evi- 
dence of the relation between heredity and 
mental illness is found in studies dealing with 
Alzheimer’s and Pick’s disease, Huntington’s 
chorea, and certain types of mental deficiency. 
Kallman takes great pains to point out that 
heredity is not the complete and sufficient 
cause of schizophrenia but that an organism 
with this genetic predisposition is more prone 
to lapse into a psychosis when placed under 
stress than is the usual person. If some 
schizophrenia is considered as basically a bio- 
chemical disruption it appears logical to ac- 
cept a genetic factor. Genes might be con- 
sidered as the basic catalytic agents of an 
organism and, therefore, important in deter- 
mining the level of functioning of the homeo- 
static mechanisms. 

Sheldon(48) has demonstrated a signifi- 
cant correlation between body type and per- 
sonality. It has been argued(35) that the 
self-perception one attains is in large part in- 
fluenced by society’s attitude toward the in- 
dividual. That this attitude can be influenced 
by physical size, stamina, and appearance is 
an empirical fact. So here again, as in the re- 
lationship between clinical improvement and 
physiological change, the existence of a cor- 
relation does not denote a cause-effect rela- 
tionship. However, Kline and Tenney( 33) 
found a significant positive correlation be- 
tween good prognosis and mesomorphy as 
the dominant body type. Hoskins(23) de- 
clares the paranoid form most nearly retains 


psychosomatic normality. In this regard 


Alexander (1, p. 22) states ; 
The superior physical endowment of the mesomorph 
from the point of view of strength and endurance 


certainly seems pertinent in relation to his relative 
resistiveness to schizophrenia. 


Robins and Mensh(46) catalog the behav- 
ioral effects of a lack of specific nutritional 
factors and of an excess of certain drugs. 
They point out the importance of the vita- 
mins acting as co-enzymes in carbohydrate 
metabolism ; and that individuals vary greatly 
in their tolerance level for various drugs. 


A CONCORDANCE 


In the above discussion, in each category 
briefly reviewed, there exist contradictions 
that remain to be explained or unified under 
one theory. I attempt such a theory below: 

The basis of this theory is Selye’s General 
Adaptation Syndrome(47). He states that 
physiological changes accompany stress— 
both physical and psychological stress. We 
know that physical stress (disease, injury, 
etc.) is manifested by hyperpyrexia, in- 
creased white blood count, eosinophile 
change, etc. We also know that psychological 
stress manifests itself in the symptom of anx- 
iety. Asa result of this stress and the result- 
ant anxiety the organism makes an attempt 
at adaptation. This adaptation, in the case of 
psychological stress, frequently takes the 
form of a neurosis or psychosis. This is true 
if we can arbitrarily define a neurosis as a 
symptom or syndrome used to allay anxiety. 
Neurosis is at once a defense against psychic 
anxiety and subsequently against the physical 
and biochemical changes that accompany it. 
At the same time a neurosis is a defense 
against psychosis. Neurosis does not preclude 
a psychosis but lies on a continuum with it. 

Let us translate Selye’s GAS theory into 
psychology : “The GAS is the sum of all non- 
specific systemic reactions of the body which 
ensue upon long-continued exposure to 
stress.” There are 3 stages: the alarm reac- 
tion, the stage of resistance, and the stage of 
exhaustion. 

Stage 1.—The alarm reaction is the sum 
of all nonspecific systemic phenomena elicited 
by sudden exposure to stimuli to which the 
organism is quantitatively or qualitatively 
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not adapted.” Psychologically, this is to say 
that given a sudden psychological stress 
which is translated into, and which the organ- 
ism interprets in terms of, physical discom- 
fort the organism tends to respond in a man- 
ner similar to the “alarm reaction.” We will 
call this anxiety. Just as the organism re- 
sponds to physical insult with a general mar- 
shalling of forces such 1s increased adrenalin 
output, white blood count, increased eosino- 
philes, etc., so it responds to psychological 
stress with a marshalling of forces—anxiety. 
Accompanying this anxiety are physical 
changes that parallel those which occur dur- 
ing physical stress. At this stage one might 
place such clinical phenomena as panic, faint- 
ing, paralyzing fear, and others. These reac- 
tions cannot be characterized as being neu- 
rotic or psychotic but are rather universal 
reactions to sudden nonpersistent psychologi- 
cal stresses. 

Stage 2.—The stage of resistance repre- 
sents the sum of all nonspecific systemic reac- 
tions elicited by prolonged exposure to 
stimuli to which the organism has acquired 
adaptation as a result of continuous exposure. 
It is characterized by an increased resistance 
to the particular agent to which the body is 
exposed and a decreased resistance to other 
types of stress. Adaptation to one stress is 
acquired at the expense of resistance to other 
stresses.”” Most biochemical changes of stage 
1 disappear during this stage. Here the sym- 
pathetic autonomic system increases its func- 
tion to alleviate the shock reaction of step 
one. Psychologically, so too does the organ- 
ism respond to acute anxiety with actions 
that alleviate the anxiety. If the stress is a 
persistent or prolonged one then there is the 
seed for a neurosis or psychosis. These stress- 
relieving actions are called, in psychiatric 
terms, defenses. If these psychological de- 
fenses work then the extreme burden placed 
on the autonomic nervous system is relieved 
and it functions relatively normally. Note 
the Pincus study (43) which showed that “the 
“neurotic’s biochemical responses to stress 
have been found to be essentially like those of 
the normals, whereas those of the schizo- 
phrenic are consistently different in certain 
details.” 

This stage is usually a defense against the 
specific stress operative at the time, although 


the reaction itself is a nonspecific systemic re- 
action. It leaves the organism unprotected 
against an additional or different stress. In 
the case of psychological stress when the in- 
cumbent neurotic defenses are no longer suf- 
ficient the organism lapses into a psychosis. 
lor example, the neurotic person under con- 
ditions of severe combat stress is much more 
likely to become psychotic than a realtively 
stable individual. If the stress persists beyond 
this and cannot be relieved by the psychotic 
defenses, this stage of resistance eventually 
breaks down and the stage of exhaustion oc- 
curs. The physical changes are increased be- 
cause of the failure of the psychological de- 
fenses to alleviate the anxiety. These physical 
changes take the form of biochemical disrup- 
tions and are manifested in the functioning of 
the cerebral cortex. The rate at which this 
breakdown occurs probably depends on cer- 
tain constitutional factors. Selye has a term 
for this, “adaptation energy,” which he de- 
fines as the ability of the organism to acquire 
resistance to stress. 

Stage 3.—“The stage of exhaustion is the 
sum of all nonspecific systemic reactions 
which ultimately develop as the result of very 
prolonged exposure to stimuli to which adap- 
tation had been developed, but could no 
longer be maintained.” Psychologically, we 
find here those patients who are apathetic, 
withdrawn, “burned-out” schizophrenics that 
show little or no affective response. They no 
longer manifest any anxiety because they are 
physiologically exhausted and anxiety is basi- 
cally a physiological phenomenon. Here 
might lie the reason for the difference in 
physiological responsivity found by Pincus 
and Hoagland as against the results of Gil- 
dea. Gildea may have been using patients who 
were functioning at stage 2 while Pincus used 
primarily stage 3 patients. Recent work by 
Funkenstein, et al.(8) and Alexander(1) 
show these basically different types of schizo- 
phrenia which are not correlated with diag- 
nostic category. Meadow and Funkenstein 
(39) found such a remarkable behavioral dif- 
ference correlated with physiological response 
that they posited a form of cortical insuffi- 
ciency in one group. Cowden, et al.(5, 6, 7) 
have shown the relative specificity of the ef- 
fectiveness of the new tranquilizing drugs and 
suggest that there are different types of pa- 
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tients based on a physiological or biochemical 
criteria rather than the present symptomatic 
nosology. 

On this basis it is possible to say that a 
prolonged psychological stress can cause defi- 
nite physiological change and that this 
physiological change, when it occurs, must be 
remedied before psychological treatment can 
be effective. There appears to be definite evi- 
dence that some schizophrenia is a purely bio- 
chemical disease(2) but that most cases are 
of a psychogenic etiology and that the physio- 
logical changes follow. 

Sut how does this biochemical change take 
effect? Let us look at Hebb’s theory(19) 
dealing with cell assemblies and phase se- 
quence in the cortex. In the process of 
growth, phase sequences are established while 
at the same time the brain remains a rela- 
tively flexible instrument in that it can con- 
tinue unceasingly (limited only by constitu- 
tion) to incorporate new stimuli and learning 
experiences. With the advent of stress a bio- 
chemical change occurs, which if prolonged, 
affects the flexible firing of these sequences. 
The brain becomes more rigid in its pattern 
(hypersynchrony). It cannot adjust to new 
stimuli or situations and as a result inappro- 
priate behavioral responses occur. These in- 
appropriate responses are due to misfiring of 
the central nervous system. By inappropriate 
responses are meant hallucinations, neolo- 
gisms, word salad, etc. Some workers say that 
this activity is all symbolic and must, there- 
fore, be controlled. There is no evidence to 
support this beyond the worker’s own inter- 
pretation. There is evidence (Penfield) to 
show that the hallucinations and other psy- 
chotic phenomena are a result of misfiring. 

Pincus and Hoagland(44, 45) found that 
one of the most conspicuous indices of failure 
in schizophrenics is in the adrenal regulators 
of salt balance or potassium at the time of 
stress. When potassium is low, the excita- 
bility and spontaneous discharge characteris- 
tic of normal nerve fibers is not observed 
(40). Thus faulty potassium metabolism un- 
der stress may be a cumulative factor in a 
developing psychosis. Selye feels that adapta- 
tion to stress depends on a defensive hyper- 
activity of the adrenal cortex and that it 
terminates (stage of exhaustion) in a final 
breakdown reminiscent of cortical insuffi- 


ciency as a result of prolonged exposure to 
stimuli to which adaptation has been made, 
but could not be maintained. A stress might 
result in lowered potassium level and the 
resultant decrease in cortical activity or hy- 
persynchrony. EEG studies, according to 
Hebb(18), show an inverse relation between 
integrated mental function and hypersyn- 
chrony. Hebb’s theory is based primarily on 
brain-damaged individuals. In such patients 
this hypersynchrony is due to trauma or in- 
fection and this damaged tissue acts as a 
pacemaker for neighboring cortical tissue. 
The prolonged psychological stress which 
causes schizophrenia results in among other 
things metabolic disturbances such as faulty 
potassium metabolism. I do not think this 
deficiency alone is enough to explain the ill- 
ness ; it is here used for descriptive purposes. 
As previously stated, potassium determines 
the reactivity of neural tissue and a lack 
of this, among other things, might cause the 
hypersynchrony. 

All the studies on physiological responsive- 
ness show a large variability within each pa- 
tient group. If this could be controlled at 
the outset then it would be possible to estab- 
lish physiological limits within which a pre- 
diction could be made as to how a certain 
type of patient would respond to one of the 
available treatments. I believe there exists 
in each patient a different stress level below 
which he does not respond and that this level 
is correlated with the severity of the illness 
and the amount of psychological deficit 
present. 

With some pharmaceutical agent this 
physiological change might be corrected. The 
organism once more functions normally and 
the cortex is returned to its usual adaptative 
and flexible level. There are some schizo- 
phrenics who do not show this physiological 
change ; they continue to function at stage 2 
and are characterized as still being at the stage 
of resistance. Their physiological and/or psy- 
chological defenses are still operating effec- 
tively and there has been no breakdown or 
exhaustion of the normal homeostatic mecha- 
nisms. They still experience that physiologi- 
cal state of anxiety. 

Two questions remain to be answered. 
One, does this negate all the data showing the 
importance of dynamic factors? Two, can 
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these physiological changes be traced to one 
center ? 

Nothing in the above theory negates the 
proven importance of dynamic and historical 
factors. All individuals, more or less, have 
the same primary conflicts and it is the de- 
fenses used to handle these conflicts rather 
than the conflicts themselves that distinguish 
patients from other individuals. When the 
socially acceptable defenses are not enough to 
bear a presistent stress the patient develops 
neurotic symptoms. When these fail he lapses 
into a psychosis, the most deviant type of de- 
fense. The final phase (stage 3) occurs when 
the psychosis no longer relieves the physical 
changes that accompany anxiety and a state 
of physiological exhaustion results. Nor if a 
normal person, under mescaline, gives a psy- 
chotic Rorschach does this negate accepted 
test interpretation. The mescaline interferes 
with the adequate defenses before it inter- 
feres with the conflicts because the defenses 
were learned later in time. This also accounts 
for the “release phenomena” found in alco- 
holism. Hughlings Jackson, in his theory of 
the dissolution of the nervous system, points 
out that the highest levels of integration are 
those which are first lost(25). 

Having gone this far I feel obligated, al- 
though not necessarily qualified, to climb out 
on the limb a little further with the statement 
that the hypothalamus appears to be the cen- 
ter for the illness schizophrenia as described 
in stage 3. Many EEG authorities(13, 17, 
22) feel that the majority of cases of hyper- 
synchrony or dysrythmia is basically a sub- 
cortical phenomenon, specifically hypothala- 
mic. Cannon's theory of homeostasis(3) 
practically revolves around thalamic func- 


tioning. No other organ of the body is so 
involved in regulating the biochemical fac- 
tors of the organism. The hypothalamus, di- 
rectly or indirectly, exerts control over the 
adrenal medulla, the posterior and anterior 
pituitary gland, adrenal cortex, and the gon- 
ads. Stellar(49) summarizes the importance 
of this organ in motivation. Funkenstein, et 
al.(8) have demonstrated the differentiating 
value of the mecholyl test for various types 
of schizophrenia and Gellhorn(g) has 
demonstrated that the mecholyl appears to 
have a tropism for the hypothalamus. This 
last offers a means of classifying schizo 
phrenic patients according to physiological 
reactivity that will permit a statement as to 
the most beneficial type of treatment. This 
is summarized in Table 1 which is based on 
Gellhorn(g). 

Note that patients at stage 3 would be un- 
able to respond at a stage-1 level because of 
the physiological exhaustion. This is ex- 
actly what studies by Pincus and Hoagland 
(44, 45) have shown. In summary, there is 
a physiological counterpart in many cases of 
schizophrenia and this physiological change 
must be reckoned with in treating them. This 
change is not found in all schizophrenics pri- 
marily because the psychological defenses are 
adequate to remove the stress (paranoids, 
“acting out” schizophrenics, etc.). When 
these defenses are not sufficient to relieve 
the anxiety and the concurrent physical 
changes there occurs a stage of physiological 
exhaustion. 
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TABLE 1 


SuccesTep TREATMENT AccorpDING TO RESULTS or THE Mecuotyt Test 


GAS 
Reaction to mecholyl test stage 


A. Slight hypotensive effect followed 1 
by return to normal pressure 
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EPIDEMIOLOGICAL STUDIES OF CHRONIC FRUSTRATION. 
HOSTILITY-AGGRESSION STATES 


FREDERICK C. THORNE, M.D., Pu. D.," Branoon, Vr. 


INTRODUCTION 


In contrast with fear and anxiety reactions, 
which have been intensively studied since 
Freud formulated their dynamics, anger re- 
actions have been given relatively little at- 
tention in psychiatric literature. Perhaps one 
reason for this is that fear and anger states 
tend to manifest themselves differently both 
in subjective symptomatology and objective 
epidemiology. Although statistical data as 
to their relative incidence are lacking, ex- 
perience indicates that anxiety reactions are 
more commonly seen in our clinical practice 
in a ratio of at least 5 to 1, and that psycho- 
somatic ailments are the outstanding present- 
ing symptoms. Although several persons in 
a group may show anxiety reactions to the 
same stimuli, true anxiety states appear to be 
determined more by purely subjective un- 
conscious contents and therefore less apt to 
be transmitted to others by suggestion. Anger 
states, in contrast, may be stimulated by long- 
standing interpersonal difficulties and tend 
to involve everyone in the situation con- 
tagiously so that genuine epidemiological 
problems exist as one person after another 
is infected with frustration, hostility, and 
aggressive impulses. In a previous study(1), 
I outlined a diagnostic classification of anger 
states with particular reference to their etiol- 
ogy and contribution to various pathological 
states. This paper demonstrates the epi- 
demiology of anger states by a clinical-genetic 
analysis of their incidence in 4 generations of 
2 families in which many members were 
incapacitated by chronic frustration-hostility- 
aggression reactions. 


METHOD 


Although isolated anger states in a single 
person frequently are observed in clinical 
practice, it is unusual to be able to study their 
incidence in 4 generations of single families. 
During the last 10 years we have studied 2 


1 Editor, Journal of Clinical Psychology, Brandon, 
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separate families in both of which chronic 
anger states had been transmitted in epidemic 
proportions and with resulting psychological 
incapacitation of many members. In each 
family, one member had been referred to us 
for treatment with complaints of chronic 
hostility and aggression, and in each case the 
complainant wanted drastic action taken to 
institutionalize or secure a divorce from the 
angry person. In both families, however, a 
detailed investigation revealed that a vicious 
situational reaction was present and dynami- 
cally involving all persons exposed to circles 
of frustration, hostility, and aggression. In 
both instances, the complainant was at least 
as sick as the person complained of, and 
proper clinical handling of the situation 
eventually involved study and treatment of 
all involved persons. 

For the purposes of the present study, an 
intensive historical survey was made of all 
available persons in both families in order to 
gather evidence of the existence of psycho- 
logical disorders of any type. In each case, 
the members of the first generation were de- 
ceased and only anecdotal data could be 
collected. In family A, 14 members of the 
second, third, and fourth generations were 
personally known to us, and 5 of these were 
studied clinically as patients. In family B, 
10 members of the second, third, and fourth 
generations were personally known to us, 
and 6 of these had been studied or treated 
as patients. For brevity, all details of the 
life histories of the individual family mem- 
bers will be omitted except as they relate to 
the incidence of anger states and psychiatric 
diagnosis. 

The indication for treating such a large 
number of members in each family was the 
fact that large-scale overt hostility and ag- 
gression had broken forth between some or 
all members of each group in the form of 
open anger reactions, name-calling, temper 
tantrums, fighting, destructive behavior, and 
related symptoms. Fach family was like an 
armed camp in which everyone was suspi- 
cious, resentful, antagonistic, resistive, or 
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openly aggressive to everyone else except 
where members had taken sides and were 
engaging in what amounted to intergroup 
warfare. In both families, matters had 
reached such an advanced state of deteriora- 
tion of interpersonal relationships that drastic 
action had to be taken to prevent separation, 
divorce, institutionalization or even open vio- 
lence. Because of the difficulty in securing un- 
biassed evidence of which much was neces- 
sarily ancedotal, the validity of many facts is 
uncertain and I have endeavored to present 
the most probable interpretation based upon 
clinical judgment. Figure 1 presents the line- 
age of both families with important figures 
numbered. 


Case MATERIALS 
FAMILY A 


General Background.-Family A_ got its start 
in America in the last half of the nineteenth 
century when A 1 emigrated from England to 
establish a flourishing manufacturing concern. A 1 
is reported to have been a very domineering, 
stern, autocratic, industrious, intense person 
who tried to manage and regulate every detail of 
his business and family life. He succeeded in single- 
handedly establishing and operating a large business 
from which he accumulated a small fortune. How- 
ever, his domineering methods eventually frustrated 
and antagonized all who worked for him and par- 
ticularly his sons who rebelled in various ways 
against him with more or less success. A 1 refused 
to delegate responsibility or to take anyone into his 
confidence with the result that on his death the 
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family business was paralyzed because he had kept 
all the details in his head and no one else knew 
what to do. Little is known of A 2 except that she 
apparently was a docile submissive personality. 

Of the second generation, A 9 became an alcoholic 
who dissipated health and money until in his 40's, 
he joined Alcoholics Anonymous and achieved a 
cure; he is currently healthy but unsuccessful and 
essentially a nonentity. A 7 had a long period of 
hard drinking but eventually straightened out to 
start a successful business of his own. A 8 developed 
a dour, morose personality with little personal 
charm or vivacity but eventually married. A 5 is 
a dour, morose, crotchety woman with a blunt, re- 
sistive antagonistic manner who has devoted her 
life to causes; she frightens away most people with 
her gruffness but is suspected of being kind at heart 
when her defenses are down. A 6 escaped by leaving 
the country. 

Epidemiological Study.—Personality disorder in 
this family assumed malignant proportions in the 
person of A 4 who was the only sibling of his 
generation who openly resisted the father, A 1. 
After a long period of rebellion and antagonism, 
A 4 broke away in his 20's and established complete 
independence from A 1 by starting his own success- 
ful business. A 4 apparently accomplished this 
through developing an overcompensatory personality 
reaction which outdid the dominant hardheadedness 
of his father, A 1. A 4 became exceedingly domi- 
nant, opinionated, regulatory, crusty, tactless, blunt, 
stubborn, angry, hostile, and aggressive in his at- 
titudes toward others to the point where all those 
under him came to hate him. He unquestionably 
warped the lives of A 3, A 11, A110, A 12,and A 14 
who came directly or indirectly under his influence. 

A 3 was apparently a tender sweet young woman 
when she married A 4 but within a few years she 
had developed into an hysterical neurotic invalid 
who had to be sent away to sanitaria every few 
years. It appears that A 4 dominated her com- 
pletely and she was so ineffectual in defending her 
rights that her only defense was in temper tantrums 
and neurotic hysteria. She died prematurely in a 
state of complete inadequacy and frustration. 

A 12 acceded superficially to her father A 4 on 
the surface but developed gastric ulcers in her 
early 20's for which she had a partial gastrectomy. 
She escaped from the home by attending private 
school and later marrying. 

A 11 remained at home working in his father’s 
business in the status of the lowest handyman. A 4 
always spoke of his son A 11 in a tone of complete 
disrespect saying: “I never saw a more worthless 
lout . . . absolutely incompetent and worse than a 
boy. You can’t trust him to do a thing. How did 
I ever manage to produce such a useless creature ?” 
A 4 was derogatory to his son A 11 in the presence 
of strangers; kept him on a pittance wage; would 
not delegate him any authority; and berated him 
cruelly when he had to advance money to pay the 
son’s household debts, claiming that he was a use- 
less spendthrift. For many years A 11 accepted this 
abuse, resisting and hating his father behind his 
back but never daring to oppose him openly. 
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This case came to our attention when A 10 was 
referred to us in an overt paranoid psychosis by 
her husband A 11. A 10 had delusions that the 
Communists had wired her television and had secret 
agents watching her house all the time. Brief analy- 
sis revealed that these paranoid delusions were pro- 
jections of A 10's hate toward her father-in-law, 
A 4, and also her resentment and anger toward 
her husband, A 10, for being so ineffectual and 
submissive toward his father. As these facts were 
uncovered during treatment, A 10 began to ventilate 
her new insights at home and began to quarrel 
openly with her husband, A 11, who, in turn, gained 
insight into the dynamics of his own resentments. 
For a short period, A 10 and A 11 quarreled vio- 
lently at home even to the point of physical blows, 
with A 10 lapsing back into paranoid ideas when 
her hostility became too strong. Medical investiga- 
tion revealed that A 10 had been developing es- 
sential hypertension with intense headaches for 
several years. She now admits that she had lost 
her respect for her husband and hated her father- 
in-law since soon after her marriage 20 years ago. 

A 14 was referred to a child guidance clinic be- 
cause of inability to attend to school work, morose- 
ness, temper tantrums, and open insubordination to 
her mother at home. Mother and daughter indulge 
in violent quarrels and name-calling, particularly 
during periods when A 10 is upset at her husband 
or father-in-law 

A 15 is a normal vigorous boy except that he is 
reported to be much like his grandfather, A 4, in 
temperament, having temper tantrums and re- 
sistance to discipline. 

Diagnostic Impressions—(1) Situational psy- 
chopathy involving chronic frustration, hostility and 
aggression states in almost all members of the 
family. Although the syndrome may be traced to 
a domineering person in the first generation, acute 
disorder developed in relation to a member of the 
second generation who came to be hated by all 
who were frustrated by his domination and hard- 
headedness. (2) Different pathological reactions in 
various family members includes paranoid psy- 
chosis (A 10), psychoneurotic invalidism (A 3) 
with hysteria, chronic anger state with inadequacy 
(A 11), psychogenic gastrointestinal syndrome 
(A 12), and childhood behavior disorders (A 14 
and A 15). 


FAMILY B 


General Packground--This family attained local 
prominence when B 1 became a small-scale financial 
and political tycoon in the late nineteenth century. 
B 1 had an ambitious driving personality which 
quickly overcame all obstacles. He was well enough 
liked to win many positions of trust in the commun- 
ity and he left a small fortune intact in well invested 
real estate and trusts. Little is known of B 2. Our 
clinical interest begins with B 3 who, as an only 
child, became somewhat of a crown princess of the 
family. She was reared in social isolation from 
“common” children and given her way in everything. 
Playing alone by herself most of the time, she was 


pampered by her father with expensive gifts. It is 
reported that B 3 had some sort of “fits” in early 
childhood which were thought by some to have 
been convulsions, but which we interpret as intense 
temper tantrums in which she ceased to be rational 
until she got her own way. In any case, she became 
a lonely, seclusive, headstrong, impetuous young 
woman with no real interests or friends. She was 
eventually married to B 4, who was a charming 
but innocuous person who functioned primarily as 
a consort or companion, and by whom she had one 
child, B 11. During all her married life, B 3 com- 
pletely dominated everyone in the family through 
her control of wealth which she would threaten to 
withhold if anyone crossed her. During these years 
she never tolerated any difference of opinion with 
her, imperiously asserting her will, and generally 
showing very immature judgment. 

Epidemiological Study.—B 3 was first examined 
by us at age 70 on complaint that she was spending 
money unwisely on a male employee who was 
suspected of attempting to compromise her to secure 
part of her fortune. For years she had been living 
alone in her mansion, tended and driven about by 
this male employee to whom she had given expensive 
jewelry and an automobile. She had no friends and 
suspected neighbors and strangers of spying on her 
house to plot against her. More friendly and 
solicitous with her dogs than humans, she is alleged 
to have instructed her chauffeur to spare the dog 
if there should arise an occasion of having to run 
down a dog or a child, She was always very un- 
predictable in her attitudes toward others, al- 
ternately very cordial and rejecting toward her 
son B 11 and his family. She had to dominate every 
situation or she became impossible to deal with and 
was very impulsive in telling B 11 or his family that 
she had remembered them or taken them out of her 
will according to her transient moods. She created 
many public scenes by berating old employees or 
friends who happened to irritate her. Having no real 
friends, she was only tolerated by relatives who hesi 
tated to oppose her. B 3 was eventually placed in a 
sanitarium ; she resisted at first but later acquiesced, 
She died at age 73, largely unmourned 

3 11, the only child of B 3 and B 4, had a fairly 
normal early development considering his mother’s 
unpredictability; was a physically attractive, 
friendly, intelligent child who presented no serious 
behavior problems. By the beginning of adolescence, 
he is remembered as beginning to show a morose, 
moody temperament associated with a quiet but 
stubborn determination to have his own way. By 
his graduation from high school, family affairs were 
beginning to influence basic decisions concerning 
education and profession, since his father wished 
him to study subjects which would eventually en- 
able him to take over supervision of the family 
fortune and his mother’s care. Under such pressure, 
B wu did not go to the college of his choice or 
enter his first choice of a profession. 

On completing college, B 11 married B 10 whom 
he had known since childhood. B 10 had come from 
a poor but respectable working-class family and 
had attracted B 3's attention who thought that she 
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would make a good playmate for B 11. B 10 early 
resented this compulsory relationship with B 11 but 
submitted to his attentions because everyone seemed 
to think it was a good thing. Soon after their mar- 
riage, B 10 found that B 11 was stubborn, head- 
strong, impulsive, temperamental, inconsiderate, and 
generally selfish in carrying out his own impulses. 
B 10 always felt somewhat inferior on entering a 
wealthy family through marriage, and her confidence 
was further demoralized by B 3's overbearing 
condescending behavior. For the next 20 years after 
her marriage, B 10 had to go along with anything 
her husband or stepmother wanted, suppressing her 
own individuality and needs, and repressing her 
frustration and hostilities. 

B 10 gradually changed over the years into a 
resistive, embittered person. She was able to control 
herself when sober, but gradually developed compul- 
sive drinking, during which she expressed general 
ized hostility more and more openly. After 17 
years of marriage she became so hostile while drink- 
ing as to estrange everyone including her husband. 
After 19 years of marriage, her conflicts became 
so intense that she entered a psychotic state mani- 
fested by delusions of disease and death, paranoid 
ideas, and loss of emotional control. This psychotic 
state complicated a pre-existing hypertension with 
renal complications which had been developing for 
several years. Under therapy, B to verbalized in- 
tense hate for her mother-in-law (B 3) and lesser 
resentments toward her husband (B 11), following 
which the psychotic episode cleared up. 

Open hostility and conflict between B 11 and B 10 
flared up 2 years after the death of B 3 when [I 11 
suddenly developed a passion for the wife of an 
old family friend. For some years B 10 had been 
progressively more hostile toward B 11 while 
drinking and after psychotherapy B 10 could verbal- 
ize her feelings more openly to B 11 who was driven 
into the arms of another woman to secure relief. 
On discovering B 11's affair, B 10 developed a 
frenzy of anger which she ventilated openly before 
her children, relatives, and strangers. She openly 
accused B 11 of being cruel, abusive, selfish, obsti- 
nate, aggressive, and a failure in his roles as father, 
husband, worker, community leader, etc. There were 
increasingly bitter family quarrels in front of the 
children in which B 10 sought to gain their sympathy 
against their father by presenting him as an evil man. 
Threats and counter-threats were passed daily, and 
finally B 10 reached a peak of emotion bordering 
on a psychotic reaction, and threatened B 11 with 
divorce, public exposure of his affair, an alienation 
of affections suit against the other woman, etc. B 11 
reacted by becoming alternately depressed and haie- 
ful, fighting back against his wife’s anger by 
threatening to institutionalize her or to leave her, 
and by becoming progressively incapacitated himself 
by continuous frustration, anger, guilt, and anxiety 
leading to suicidal thoughts which he expressed by 
suddenly taking to carrying a gun on his person. 
Fortunately, this catastrophic situation was re- 
solved by psychotherapy for all parties involved. 

The children reacted to this situation in individual 
ways. B 12, the oldest girl, became moody and 


openly critical and resentful toward her father, 
B 4; she has lost much of her respect for him and 
openly sides with her mother. B 13 is a phlegmatic 
but attractive boy whose only overt symptom is a 
somewhat lowered school performance. B 14 is an 
adolescent boy in open rebellion against his parents, 
particularly PB out. He is aware of his father’s 
moodiness and is always looking for a peculiar look 
in his eye. B 15, the youngest child, born just prior 
to his mother’s psychotic episode, is a very tense 
anxious child, overdependent on his mother, crying 
easily, and markedly immature in his emotional de- 
velopment. 

It is interesting to study the indirect influence 
of B 3 and B 11 on B 10's family. B 10's parents, 
B 5 and B 6, were well-adjusted working people 
who had a friendly, emotionally-positive family life. 
B 10 was influenced by B 6 to marry B 11 because 
it was felt to be a step up in the world. However, 
when B 10 and B 11 began to have difficulties with 
each other and with B 3, the rest of B 10's siblings 
became involved to some degree. B 9, the oldest 
sister, came to regard herself as B 10's protector 
and she became increasingly distraught and hateful 
toward B 11 as she watched her sister, B 10, becom- 
ing more sick and unhappy. B 9 has intruded suf- 
ficiently so that B 11 has telephoned her to mind 
her own business and keep her hands off the situa- 
tion; in the meantime, she is hateful and resentful 
to B 11. B 7, another sister, has been more pas- 
sively protective of B 10, interfering only indirectly 
but nevertheless effectively in times of need. B 7 
married B 16 who later developed a manic-depres- 
sive psychosis, probably but not certainly, in reac- 
tion to frustration over B 7’s involvement in B 10's 
affairs. B 17 is an adopted daughter, introduced 
to B 7 by B 11, who was also treated by us for a 
psychoneurotic immaturity state with character dis- 
order which, also probably but not certainly, de- 
veloped in reaction to B 7’s relation with B 10 
and her family. 

Diagnostic Formulations —(1) Situational psy- 
chopathy involving a vicious circle of frustration-hos- 
tility-aggression states in many members of a family. 
An epidemic of chronic anger states may be traced 
to the influence of a member of the second genera- 
tion who came to be hated by all who were influ- 
enced by her. (2) Different pathological reactions 
in various family members, including chronic char- 
acter disorder (B 3), reactive depression in an 
hostile personality (B 11), chronic frustration state 
with alcoholism and psychotic paranoid reaction 
(B 10), various degree of hostility and anxiety (B 8, 
B 9, B 12, B 13, B 14, B 15), manic-depressive psy- 
chosis (B 16), and neurotic immaturity state and 
character disorder (B 17). 


DISCUSSION 


Acute and chronic frustration-hostility- 
aggression states tend to be socially transmis- 
sible in epidemic form because of the con- 
tagious, inescapable nature of the emotions 
involved. It is almost impossible to avoid the 
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influence of a hateful person in one’s environ- 
ment, particularly when such person can 
exert great personal power to frustrate by 
control over money, job, or family disci- 
pline. While the effects of anxiety are largely 
internal and subjective except in extreme 
forms when symptoms may incapacitate ob- 
jectively, anger reactions tend to be directed 
outwardly toward the environment where 
other persons cannot escape them. Angry 
emotion is contagious in that it stimulates 
a chain reaction of an-eye-for-an-eye which 
eventually may assume the proportions of a 
situational psychopathy infecting everyone 
who comes in contact. We have used this 
analogy in explaining chronic anger states 
to patients, pointing out that a hateful word 
or action is like a virus infecting all exposed 
to it, and tending to be reciprocated in kind 
to establish a vicious circle of reinfection. 

Acute and chronic frustration-hostility-ag- 
gression states constitute definite clinical 
entities whose dynamics are now clearly un- 
derstood. Because of their contagious nature, 
it is necessary to study and treat all persons 
who may be expected to have come in con- 
tact with them. Therefore, in contrast with 
other clinical entities which involve primarily 
only the patient himself and can be treated 
individually, the acute and chronic anger 
states must be regarded as potentially having 
epidemic proportions which may necessitate 
group psychotherapy. It is interesting to note 
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that in this type of situational psychopathy, 
the person referring another person as in 
need of therapy may, in fact, himself be 
the one who requires attention. We have had 
many cases in which the person making the 
complaint was actually the sick person. 


SUMMARY 


This paper presents evidence illustrating 
the transmission of chronic frustration-hos- 
tility-aggression states assuming epidemic 
proportions. Intensive studies were made by 
clinical-genetic methods of 2 families in both 
of which the effects of chronic anger states 
could be demonstrated through 4 generations. 
It apears that anger has different pathological 
implications than anxiety in that its outward 
manifestations may involve other persons in 
establishing an epidemic of negative reac- 
tions. The dynamics of the disorder are out- 
lined with illustrations of individual reactions 
among those exposed. These frustration- 
hostility-aggression states are regarded as 
major psychiatric syndromes since the de- 
grees of personal and social incapacitation 
may be very great, particularly when many 
persons become involved in a vicious situa- 
tional psychopathy. 
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The idea of a Night Centre germinated 6 
years ago, but owing to lack of physical 
facilities could not be realized until about 
a year and a half ago, These facilities are 
comparable to those of the Day Centre(1) 
but are aimed at the treatment of individuals 
who are still able to carry on with their em- 
ployment and who seek help and can be 
helped without having to take time off from 
their occupation, Treatment is offered 5 
nights a week, Monday to Friday inclusive, 
patients reporting to the hospital after work- 
ing hours (around 6:00 p.m. ), receiving their 
treatment, spending the night at the centre, 
and leaving the hospital the following morn- 
ing in time to report back to work. An even- 
ing meal and breakfast are served. No treat- 
ment is given during the weekend, both to 
allow the patients to retain intact their rela- 
tions with families and friends, and to allow 
the psychiatric staff some respite from their 
onerous duties. 

The night centre and the day centre units 
are situated on the same premises, since the 
night centre patients occupy the beds vacated 
by the day centre patients, who report to the 
hospital at 8:30 a.m. and leave at 4:30 p.m. 
daily (Monday to Saturday). Indeed, the 
15 beds available (g female and 6 male) are 
occupied by 3 different groups of patients 
during each 24 hours : the day patients under- 
going subcoma insulin therapy in the morn- 
ing; the patients recovering from electro- 
shock therapy in the afternoon ; and the night 
centre patients in the evening and throughout 
the night. Thus, 15 hospital beds take care 
of 45 patients every 24 hours. 

’sychotherapy, both individual and group, 
modified insulin therapy, electroshock ther- 
apy, and abreactive techniques are available, 
together with occupational, recreational, and 
social therapy. 


1 Read at the 11ath annual meeting of The Ameri- 
can Psychiatric Association, Chicago, Ill., April 30- 
May 4, 1956. 

2 Montreal General Hospital, Montreal, Canada. 
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SOURCE OF REFERRAL 


The original aim of the night centre fa- 
cilities being directed toward the early treat- 
ment of individuals suffering from tension 
states, anxiety, obsessions and depressions, 
etc., contact was made with the doctors in 
charge of the medical departments in various 
industries, to let them know about the new 
facilities available at the hospital. Curiously 
enough, though much enthusiasm was ex- 
pressed at the inauguration of these facilities, 
the expected influx of patients from such 
sources in the beginning failed to materialize. 
What did occur, however, was prompt occu- 
pation of the beds by patients referred di- 
rectly by the members of the psychiatric staff 
of the hospital. 

It is common knowledge that some pa- 
tients during psychotherapy may, at times, 
for causes both endogenous and exogenous, 
develop an acute exacerbation of symptoms, 
such as to warrant a brief stay in a hospital. 
Perhaps an example may illustrate this point. 


A female patient of professional status had to be 
treated about 4 years ago, as an inpatient, for a 
schizophrenic state, following which she was en- 
abled to carry on with her work quite adequately, 
supported by infrequent psychotherapeutic sessions, 
until about a year ago, when once again there oc- 
curred a flare-up of her symptoms, with the devel- 
opment of marked ideas of reference, a sense of 
unreality and confusion such as to seriously handi- 
cap her ability to work. Further active treatment 
in hospital appeared to be indicated, but I was 
somewhat loath to recommend her readmission, 
both because this might have led to her losing her 
job permanently, and because it would have inten- 
sified the patient’s anxiety. The conflict of course 
was in myself, but while listening to the patient the 
conflict resolved itself by the patient mentioning a 
dream in which she had visited my home and I 
had been “very nice to her.” I fulfilled her wish by 
inviting her to the night treatment unit; she readily 
complied, and after attending the night centre for 
about 6 to 7 weeks, her acute symptoms remitted 
and she was tided over her psychotic episode. 
Throughout this time she carried on with her job 
and is still doing well. 


Of over 200 patients treated at the night 
centre during the past year and a half, more 
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than half have been referred by psychiatrists, 
either on the staff of this hospital or working 
outside the hospital. Other sources of re- 
ferral, apart from doctors in industry, are 
medical practitioners, the various O.P.D. 
services of the hospital, and social agencies. 


TREATMENT 


” 


The term “night centre patients” refers 
to those who come to the centre for full-time 
treatment, t.¢., patients who stay in the hospi- 
tal overnight from 6:00 p.m, to 8:00 a.m. the 
following morning, daily, 5 times weekly. 
The average stay is about 28 days. All these 
patients on arrival go to bed and receive 
subcoma insulin therapy. This form of treat- 
ment which, on the surface may appear to be 
used rather indiscriminately, has so far 
proved to be quite rewarding for the follow- 
ing reasons: (1) most of the patients have 
been struggling with their anxieties for some 
time and they derive some benefit from the 
physiological effects of insulin, gain in weight, 
etc., as well as from the psychological ones ; 
(2) the treatment is standardized and the 
patient who heretofore had tended to believe 
his condition unique, finds relief in the reali- 
zation that other people are prey to similar 
anxieties and needful of similar treatment ; 
(3) the uniformity of treatment is a common 
denominator which aids in fostering a com- 
munity of feeling without undue regressive 
features, since the treatment iasts only about 
2 hours; (4) the patients are usually tired 
by the time they arrive at the hospital, having 
been at work all day, and the idea of lying 
in bed for 2 hours is quite appealing to most 
of them; (5) the patients feel that something 
positive is being done for them. 

Following the insulin treatment the pa- 
tients have their dinner in the cafeteria and 
are then seen for individual psychotherapy. 
Some of them also attend the weekly group 
psychotherapeutic session. 

Earlier mention was made of diversional 
and occupational therapy available for night 
centre patients. In actuality, our experience 
has been that these patients do not avail them- 
selves readily of such forms of therapy. In- 
deed, one of the outstanding features of night 
centre patients, as compared with inpatients 
or day centre patients, is the lack of cohesion 


in their interpersonal relationships, most pa- 
tients preferring to spend the time by them- 
selves or to pair off in twos. In other words, 
there is practically no group formation, no 
identification with a leader, and no apparent 
dependence upon the nursing staff. This phe- 
nomenon gave rise to some anxiety on the 
part of the therapeutic team, especially dur- 
ing the first few months of the service. The 
nurses’ notes show some uneasiness and some 
frustration. “The patient does not mix,” “the 
patient socializes poorly,” “the patient refuses 
to participate in games and other social ac- 
tivities,” are very frequent descriptions of 
this lack of participation in group activi- 
ties, leading to a feeling of rejection on 
the part of the nursing staff, which hereto- 
fore had been trained to observe group inter- 
actions, to foster the formation of a psy- 
chological unit, and to whom lack of sociali- 
zation had become equated with lack of 
improvement(2). 

As well described by the psychiatric resi- 
dent, “the general pattern at night seems to 
be for the patients to retire to the sitting 
room, relax, smoke, put their feet up, read 
the paper, and listen to the radio.” Fatigue 
may be one of the factors responsible for 
the lack of group integration, as evidenced 
by the nurses’ notes, “always very tired,” 
“falls asleep in the chair,” “retires early.” 
Other factors which deserve mention are: 
(1) night centre patients are not suffering 
from as severe a neurosis as patients admitted 
to the inpatient or day patient services; (2) 
they are still carrying on with their daily oc 
cupations and have therefore retained intact 
their object relationships both at work during 
the week and at home during the weekend ; 
(3) the regressive features so common in pa- 
tients, particularly those admitted to hospital, 
are less apparent in night centre patients, 
possibly because of the above 2 points. 

With the adoption of an attitude of “laissez 
faire” the general tension reduced itself 
noticeably. 

Electroshock treatment for patients who 
are at work during the day has to be re 
stricted to a maximum of 2 treatments per 
week, and preferably to 1. In a few selected 
cases we have treated depressive states by 
giving ECT on Friday evening, thus pre 
venting and minimizing the impairment of 
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memory which might seriously handicap the 
performance at work. 

One case that comes to mind is that of a private 
secretary who though seriously handicapped by a 
fairly severe depression, had persisted, in her ob- 
sessive manner, to carry on with her job without 
seeking psychiatric help until she could hold out no 
longer. When seen, she refused to be admitted for 
treatment but accepted the night centre facilities. 
She was given ECT on Friday evening, and when 
she appeared for work the following Monday she 
felt so much improved that her co-workers re- 
marked on the change and she had to hide her 
feelings of well-being just as prior to treatment she 
had to hide her awful despondency. 


Cases of severe depression requiring the 
usual routine of 3 ECT per week are not 
suitable for treatment at the night centre, 
unless the patient is unemployed or gives 
authority to the therapist o get in touch with 
the employer, suggesting that he overlook 
the temporary decline in the employee’s per- 
formance, Subshock treatment, on the other 
hand, may be used quite extensively at the 
night centre. 

These physical methods, however useful, 
do not replace the need for psychotherapy 
which still remains the most useful tool in the 
treatment of neurosis. Night centre patients, 
on discharge, are therefore advised to report 
to the unit once or twice a week, after work- 
ing hours, for individual psychotherapy and 
for group psychotherapy if they have at- 
tended sessions during hospitalization. 

The night centre offers its facilities not 
only to patients who require the “full” treat- 
ment, but also those who do not stay over- 
night but who report to the centre after 
working hours for individual and/or group 
psychotherapy. 

FOR THE 


SELECTION OF NIGHT 


CENTRE 


Most cases of psychoneurosis can be 
treated with good results at the night centre. 
llowever, the best results have been obtained 
in previously untreated cases suffering from 
fairly acute syndromes of short duration. For 
those who have been undergoing psychother- 
apy prior to admission to the centre and who 
have developed acute exacerbations during 
the treatment, therapy is directed largely to 
the symptomatic relief of the exacerbation. 

The interpretation of results from treat- 
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ment necessarily has to be related to the pre- 
morbid personality of the patients and to 
their selection. Psychotic conditions such as 
chronic schizophrenia are obviously not suit- 
able for treatment in a night centre, nor in- 
deed are they suitable for treatment even as 
inpatients in the psychiatric department of a 
general hospital, which is equipped mainly 
for relatively short-term therapy for as many 
patients as possible in as short a time as pos- 
sible. Generally speaking, acute alcoholics 
and most of the psychotics are not suitable 
for treatment at night centres. Following is 
the diagnostic distribution of the last 100 pa- 
tients admitted to the centre : psychoneurosis, 
56; endogenous depression 5; involutional 
depression, 14 ; mixed depression, 10 ; schizo- 
phrenic reaction, 4; other diagnoses, 11, The 
male-female ratio is about 2 to 3, a higher 
male ratio than that usually seen in the inpa- 
tient or day centre services where the ratio 
tends to be about 1 to 4. This can be ex- 
plained on the basis of male patients accept- 
ing therapy in hospital provided it does not 
interfere with their working hours. The 
average duration of treatment is 21 days for 
the male population as compared with 28 
days for the female population. 

The distribution of age is predominantly 
within the 20 to 40 age group. 

The distribution of patients by occupation 
is SO extensive as to lose its significance, since 
most of the occupations coming within the 
low-to-moderate income brackets are repre- 
sented. However, the largest percentage of 
patients come from the so-called “white- 
collar” group, such as clerical staff, school 
teachers, librarians, nurses, etc. 

The following examples are illustrate the 
types of cases most commonly seen at the 
night centre: 

A male of 45, a mechanic, was admitted with a 
4-month history of asthma, depression, loss of ap- 
petite, loss of weight, and impotence. He had also 
been complaining of palpitations for some time, 
and anxiety. His illness appeared to have been pre- 
cipitated by his concern about his wife’s health. 
Physical marital adjustment had always been poor 
but there was a good understanding on other 
grounds. There was a strong feeling of guilt in his 
relationship to his wife. He was given 32 subcoma 
insulin treatments and psychotherapy on a rather 
superficial level. When discharged he showed defi- 
nite improvement, had gained 10 pounds, felt lively, 
and his impotence was relieved. Precordial pains 
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and anxiety crises had also disappeared. He still 
suffered from mild asthma symptoms, which were 
easily controlled with medication. Throughout his 
stay in hospital he was able to carry on with his 
occupation. He will be followed up psychothera- 
peutically at regular intervals. 

A male, age 23, preoccupied by erotic fantasies, 
obtained some solace from heavy drinking. He 
showed marked evidence of anxiety which dimin- 
ished noticeably with psychotherapy at a fairly 
superficial level and a total of 23 subcoma insulin 
treatments. He progressively became less anxious, 
re-established satisfactory relationship at home, be- 
came less preoccupied about his fantasies. Patient 
carried on with his job during the entire treatment 
program, and was discharged with the understand- 
ing that he be seen once weekly to carry on with 
psychotherapy. 

A female patient, age 35, stenographer, on admis- 
sion complained of anxiety, insomnia, anorexia, 
and domestic incompatability. These symptoms had 
been present for about 6 months and had gradually 
increased. Her family background revealed an 
overaggressive mother and a rather passive father. 
She married a young man who was making a 
career in the army, but her husband entered college 
after the war and during the college years when he 
was dependent upon her, patient appeared to be 
quite well adjusted. Marital difficulties, together 
with her symptoms, made their onset following her 
husband's graduation from college and consequent 
independence. The diagnosis was an anxiety reac- 
tion in an obsessive-compulsive personality. Patient 
received a course of modified insulin therapy and 
psychotherapy, and was discharged much improved. 

A male, age 29, laborer, was referred from Cas- 
ualty, as he had shown marked distress and depres- 
sion following a serious quarrel with his wife. 
Domestic relationships had always been somewhat 
unsatisfactory. He had been drinking to excess, 
was extremely jealous of his wife, and the history 
showed a marked dependency on a domineering 
mother, who disliked his wife intensely. He re- 
quested treatment only after his wife threatened 
to leave him and a minister had suggested he needed 
psychiatric care. On admission he was tense, rest- 
less, complained of depression, loss of appetite, in- 
ability to control his “nerves.” He showed some 
ideas of reference about a friend at work, felt 
hopeless and dependent. Complained of low back 
pain. He was given 22 modified insulin treatments, 
together with psychotherapy, and showed steady 
improvement. The anxiety lessened and pa- 
tient himself reported complete change in his atti- 
tude at home and at work, with a corresponding 
change in the attitude of his wife and friends. In 
psychotherapy he became aware of his dependency 
on his mother and there seemed to be a definite 
change on his part in this He was dis- 
charged much improved, with a diagnosis of an- 
xiety reaction in a mild paranoid personality 
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Female patient, age 42, was referred through 
social service for anxiety, occipital headaches, pain 
in left limbs that could not be fully accounted for 
by her arthritic condition. For 2 years her husband 


had been unable to work, following a stroke leading 
to hemiparesis. She had several children, none of 
them sufficiently old to work. Patient was burdened 
by the whole responsibility of managing with the 
money she was receiving from welfare associations 
Recently she had been feeling more overwhelmed 
by financial and emotional difficulties. She received 
a total of 29 insulin treatments, together with psy- 
chotherapy. In psychotherapy she was able to deal 
with her guilt feelings and to accept her ambival- 
ence toward her husband's illness. She was dis- 
charged much improved and will carry on with 
psychotherapy as an outpatient. 

Male, age 32, tool-maker, on admission com- 
plained of acute distress, obsessive frightening 
thoughts, fear of losing his mind, insomnia, and 
anorexia. Patient received supportive psychother- 
apy, together with modified insulin treatment and 
chlorpromazine in average doses of 200 mg. daily. 
His anxiety state lessened. He gained weight and al- 
though the basic problems were left untouched, he 
showed good evidence of a remission. Diagnosis: 
schizoid personality. He carried on with his job 
throughout the course of treatment, and will be 
seen on a regular basis for supportive psycho- 
therapy and medication. 

In a female, age 43, suffering from insomnia, 
palpitations and depressive periods, poor appetite 
and difficulty in swallowing, insulin subcoma, and 
psychotherapy resulted in disappearance of the pre- 
senting symptoms with weight gain, plus lifting of 
the depression. In this case the group setting and 
support had been one of the most important factors 
in her recovery. This patient did not stop work 
during treatment. 

Male patient, age 30, a professional man, on ad 
mission, complained of insomnia, chronic tension, 
phobic symptoms, anxiety, and work inhibitions. 
Acute symptoms were reduced by insulin and seda 
tion with chlorpromazine, together with psychother 
apy. Work was not interrupted and the patient was 
able to resume relatively normal family life. The 
diagnosis was character neurosis and acute reactive 
depression. He was discharged much improved and 
arrangements were made for him to undergo a 
fairly extensive course of psychotherapy 

Male, age 35, unemployed, was previously treated 
for an anxiety reaction with secondary alcoholism 
in the inpatient psychiatric service of the hospital. 
His early history revealed that he was the 
son of a very successful father and a doting mother, 
who fostered in him an overdependent relationship 
Considerable psychosexual difficulties had developed 
following his marriage, and there were strong indi 
cations of a passive-aggressive personality, the ag 
gressive component of which became manifested 
when thwarted in his goals. There was also a long 
history of overindulgence in alcohol. This patient 
was transferred from the inpatient service to the 
night centre, in order to facilitate his search for a 
new occupation. He received a course of modified 
insulin therapy and psychotherapy, which in his 
case was quite intensive. While undergoing treat 
ment he was able to secure a job and he was di 
charged much improved 
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The night treatment unit has not been 
functioning long enough for us to reach any 
definite conclusion as to results of treatment ; 
however 80% of the patients so far treated 
have not required readmission to the psychi- 
atric department and the great majority of 
those who carried on with their employment 
during treatment are still employed. The 
results of treatment are also dependent on 
the psychotherapeutic facilities offered the 
patient following discharge. However, it has 
been our experience, experience which for 
the moment has to rest largely on general im- 
pressions, that most of the patients are able 
to fend for themselves following treatment 
at the night centre without need of extensive 
psychotherapy, apart, perhaps, from 2 or 3 
interviews following discharge. 

The night centre is only one of several 
facilities offered by the department of psychi- 
atry of the Montreal General Hospital, and 
its functions and activities have to be related 
to those of the other services and more par- 
ticularly to the psychiatric inpatient, the day 
centre, and the outpatient departments. All 
these services are situated on the same floor 
and are closely integrated with one another, 
not only physically but also functionally. 
Thus patients who are discharged from the 
inpatient section may be transferred to the 
day centre to facilitate their rehabilitation and 
from the day centre to the night centre to fa- 
cilitate their adjustment to work ; or they may 
be transferred from the inpatient service or 
the day centre, directly to the night centre— 
or the opposite may occur, as in the case of a 
patient who is admitted to the night centre 
on a provisional basis and who, because of 
lack of sufficient improvement, is transferred 
to either the day centre or to the inpatient 
service. Not infrequently patients suffering 
from a psychiatric disability severe enough 
to require admission to the inpatient service, 
cannot be admitted because of bed shortage. 
In such cases the patient has been treated 
at the night centre or at the day centre, or at 
both places, pending availability of beds in 
the inpatient section, and not infrequently 
the treatment has proven sufficient to make 
hospitalization unnecessary. These various 
facilities make the treatment of psychiatric 
disorders more flexible and more atuned to 
the various degrees of severity of emotional 


disturbance. They also foster a more opti- 
mistic attitude, both in the patient and in the 
psychiatric staff. The total number of pa- 
tients treated at the night centre is relatively 
small as compared with the total treated by 
the psychiatric department (over 2,500 pa- 
tients during the year 1955). 


PSYCHIATRIC STAFF—NIGHT CENTRE 


Most of the work is performed by a small 
psychiatric team consisting of a senior psy- 
chiatrist who acts as supervisor and is re- 
sponsible for both individual and group psy- 
chotherapy, a resident who is responsible for 
the physical treatment methods and for indi- 
vidual psychotherapy, a fully qualified psy- 
chiatric nurse, a nurse’s aide, and a male 
orderly. Any problems which may arise at 
the night centre relating to specific cases or to 
the general management of the unit are 
brought up for discussion at our weekly 
meetings attended by the psychiatric staff and 
ancillary services. 


CONCLUSION 


The advantages of a night centre may be 
briefly summarized as follows: (1) the main 
function is to enable individuals to undergo 
psychiatric treatment without interruption of 
their working hours; (2) it facilitates the 
acceptance of psychiatric treatment by those 
individuals who, for reasons other than fi- 
nancial, would refuse treatment if this in- 
volves hospitalization. Not infrequently the 
fear of insanity is such that hospitalization is 
interpreted by the patient as confirmatory 
evidence of their unwarranted belief of being 
“insane” ; (3) it enables individuals to accept 
psychiatric treatment without disclosing this 
need to anyone apart from the immediate 
members of the family. This is especially im- 
portant to the employee who fears the loss of 
his job or jeopardy of promotions, should 
his employer know that he is “a psychiatric 
case”; (4) it is economical to both the pa- 
tient and the hospital; (5) treatment at the 
night centre does not interfere with the pa- 
tient’s social activities, particularly since he 
has the weekends to himself. This, together 
with the fact that he is employed during the 
day, tends to minimize the regressive phe- 
nomena contingent to hospitalization and 
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overdependence upon the hospital ; (6) it fa- 
cilitates the weaning process of patients pre- 
viously hospitalized in the inpatient section 
or in the day centre, by giving the patient 
some support during the early stages of his 
re-adjustment to work ; (7) it makes it possi- 
ble for individuals to undergo psychiatric 
treatment during the only time they can be 
spared from their daily activities, e.g., the 
mother who can undergo treatment only after 
the husband has come home to take care of 
the children; (8) it offers facilities to indi- 
viduals who can be helped by weekly psycho- 
therapeutic interviews after working hours ; 
(9) it provides an over-night service for the 
emergency psychiatric night cases who ap- 
pear in the casualty department of the 
hospital. 

I trust that the enumeration of these sev- 
eral advantages does not lead one to the as- 
sumption that a night treatment unit is the 
answer to the immense problem of the treat- 
ment of mental illness. It is purely a small 
extension of the psychiatric service which any 
large general hospital should be able to pro- 
vide. It is, however, a new venture, and I 
trust a seed which, in time, may sprout and 
lead to the establishment of night treatment 
facilities in other hospitals and possibly also 
in specialties other than psychiatry. 
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DISCUSSION 


F. J. Gerty, M.D. (Chicago, Ill.).—I know of 
no close counterpart for the very interesting organi- 
zation of patient services which Dr. Moll has set 
up at the Montreal General Hospital. As I under- 
stand it, besides offering regular inpatient and out- 


patient service this hospital has two groups of pa 
tients who are in a somewhat unusual category 

Those who come in for treatment during the day 
hours and those who come in the evening and remain 
overnight, the latter being in the night treatment 
group. It is not difficult to understand the appeal 
which the offering of such a night service would 
have to certain groups of patients, particularly psy- 
choneurotics and others who are anxious and de- 
pressed, especially in view of the use of subcoma 
insulin followed by food, rest, and sleep. From 
Dr. Moll’s statistics it is apparent that about 85% 
of the patients fall in this group diagnostically. 
The patients are in the adult working age range 
chronologically and the percentage of male patients 
is greater than it is on the average in an inpatient 
service. 

I shall comment on two matters which Dr. Moll 
has mentioned and raise an inference as to a third. 
He states that these patients do not tend to form 
social groups or to be much interested in group 
psychotherapy. In this they differ from the day 
and inpatient group. This evidently bothers the 
nurses a little. The other matter concerns the pre- 
dilection of these patients to retire to the sitting 
room to relax, smoke, read the paper, and listen 
to the radio. Putting together the facts that these 
patients are largely in a psychoneurotic and depres- 
sive group and that they are employed during the 
daytime, one would almost expect the behavior to 
be about as described, In private practice, the neu 
rotic and depressed patient is commonly a prob 
lem concerning the use of his evening hours when 
he is at home. He either goes to sleep early in the 
evening or wants to go to sleep earlier than most 
people do. The result is that if he is able to get to 
sleep at all, he wakes up much earlier than he 
should, sometimes at midnight or 2:00 or 3:00 
o'clock in the morning, and is then bothered about 
spending the rest of the night in a wakeful state 
For such patients, the hospital environment should 
be very reassuring. My other comment is this: 
Many neurotic patients, while expressing the con- 
sciously believed wish to be at home, often do not 
wish to be there at all. Falling asleep in the liv- 
ing room and the weekend headaches of many 
neurotics seem to be evidence for this unconscious 
rejection of the home and its denizens. Dr. Moll’s 
observations are very interesting. I envy him his 


ability to get the number of psychiatrists that are 
needed to provide a senior man every night in the 
week. 
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AN INPATIENT PSYCHIATRIC SERVICE FOR CHILDREN IN TILE 
TEACHING HOSPITAL 


REYNOLD A. JENSEN, M.D., ano DENTON P. ENGSTROM, M.D. 
MINNEAPOLIS, MINN, 2 


The University of Minnesota Medical 
School and University Hospitals has had a 
full-time psychiatric service for children 
since 1938. It originally functioned on an 
outpatient basis, but it was soon apparent that 
a period of hospital study was essential to the 
more complete understanding of many chil- 
dren referred for care. Until 1952, a few 
children were admitted each year for study 
and treatment to either the pediatric or adult 
psychiatric service, Neither proved too satis- 
factory. In October 1952, an inpatient psy- 
chiatric service for children, made possible by 
legislative appropriation, began operation. 
This service is an integral part of the total 
program of the Medical School and the Uni- 
versity Hospitals. 

As far as we have been able to ascertain, 
this service is one of the few inpatient psy- 
chiatric services for children in the country 


which is an intrinsic part of a general teach- 


ing hospital program. This paper briefly 
describes this service, delineates in particular 
how it contributes to the over-all teaching and 
research program of the medical school and 
hospital, anc calls attention to some of the 
lessons learned over the past several years. 
We hope that this report may be helpful to 
those contemplating the development of a 
similar service. 

The primary purpose of a hospital is serv- 
ice. However, the teaching hospital has 2 ad- 
ditional responsibilities which require due 
consideration—namely, teaching and_ re- 
search. Important, therefore, was to define 
a plan which would satisfy these 3 require- 
ments. 

lor over a year prior to the opening of the 
inpatient psychiatric service for children, the 
staff to be responsible for its administration 
met periodically with supporting hospital per- 


1Read at the 112th annual meeting of The Ameri- 
can Psychiatric Association, Chicago, IIL, April 3o- 
May 4, 1950. 

2 Authors are respectively, Professor of Psychia- 
try and Pediatrics, and Instructor of Psychiatry and 
Pediatrics, at the University of Minnesota Medical 
School and University Hospitals, Minneapolis, Minn. 
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sonnel to define goals and procedures and to 
plan its integration into the total hospital 
program. In the formulation of plans, we 
were required to keep in mind the following 
important considerations: (1) The service 
must serve the 3 basic responsibilities of a 
teaching hospital. (2) There are few psychi- 
atric facilities for children in Minnesota. (3) 
As a state facility, we would be expected to 
provide the maximum help to others consist- 
ent with good practice and procedure. (4) 
Since our hospital serves the State of Min- 
nesota, many of our patients would come 
from distant parts of our state. (5) Consist- 
ent with our teaching and research responsi- 
bilities, we should provide a steady flow of 
patients for study—and from this group a 
small, well-selected case load for treatment 
and research purposes. (6) As a teaching 
hospital, we could not expect to assume treat- 
ment responsibilities except for a relatively 
small number of cases. 

In recognition of these important facets of 
the problem, it was decided: (1) that we 
should plan a relatively small service—the 
maximum number eventually to be served at 
any one time was not to exceed 24 patients ; 
(2) that while it was essential to have a small 
nucleus of treatment cases, our maximum 
efforts could best be expended in a compre- 
hensive study of a maximum number of chil- 
dren per year, with the view toward helping 
others plan more effectively for the child 
studied; (3) that to achieve this purpose, 
the average length of stay in the hospital 
would be limited to approximately 30 days. 
Following such a period of study we could, 
with others in the community at large, formu- 
late a plan of management which would as- 
sure more adequate understanding and man- 
agement by others. In this way, more chil- 
dren might be better served and they, in turn, 
provide teaching and research opportunities 
for us. 

Further, it was recognized that, as a state 
facility with multiple responsibilities, our ef- 
forts should be directed to: (1) preparation 
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of more adequately trained personnel on all 
levels, but more particularly the physician, 
and (2) along with others, we should strive 
to assist in defining the unmet needs of the 
children and youth of our state. With these 
objectives in mind, we began operations in 
October 1952. 

Our station is located on the sixth floor of 
the west wing of the University Hospitals, 
contiguous to the pediatric and psychiatric 
services. Since some of the children require 
close supervision and control, it is a closed 
service. Presently, the station staff consists 
of nurses, occupational therapists, nurses’ 
aides, orderlies, and a school teacher. Full- 
time professional staff consists of 3 physi- 
cians (2 psychiatrists and 1 pediatrician), 2 
clinical psychologists, a psychiatric social 
worker, and a part-time speech clinician. 
Graduate fellows in psychiatry and pediatrics 
rotate through the service, spending a mini- 
mum of 3 months with us. Other graduate 
students—psychologists, occupational thera- 
pists, and nurses—also spend time with us. 
It is planned eventually to develop a compre- 
hensive program of training for psychiatrists 
and others interested in career training in 
the field of child psychiatry. 

Of necessity, the daily routine and general 
program is different from the other children’s 
medical services. The patients are up and 
about and dressed in their own clothes. An 
effort is made by the staff to develop and 
maintain an informal, friendly atmosphere 
which permits a patient to express himself 
as needed, but which at the same time estab- 
lishes limits which may be therapeutic. This 
at times is difficult. With the aid of frequent 
conferences and management orders, efforts 
are made to assist the station staff to under- 
stand each patient in order to deal more skill- 
fully with his particular problem. 

The nurses, who are not in uniform and 
live more intimately with our patients, are of 
great help in understanding the patient and 
his problems as they reveal themselves. When 
the patients are not being seen by either the 
physician or psychologist, the nurses, with 
the occupational therapists school 
teacher, strive to keep them occupied. Ar- 
ranging daily and evening activities, group 
discussions, and giving individual attention to 
the child as needed keeps the daily schedule 
full for all concerned. 


Weather permitting, patients get out of 
doors at least twice a day. During the spring, 
summer, and fall, picnics and excursions 
away from the hospital are arranged. Since 
the nurses are not in conventional dress and 
many of our patients are quite alert and mis- 
chievous, an occasional amusing event occurs 
to brighten the day. Visiting hours for 
parents and relatives are liberal and serve 
usefully in our observations. 

In accordance with hospital policy, all pa- 
tients are referred to the University Hospi- 
tals by their family physician. The majority 
are studied in the pediatric outpatient depart- 
ment by senior medical students under super- 
vision. Children with psychiatric problems 
are subsequently seen in consultation by a 
senior member of the child psychiatry staff. 
If, after careful review, hospital study is in- 
dicated, arrangements are made for admis- 
sion. 

At the time of admission, cases are as- 
signed to one of the senior fellows on our 
service and also to one of the junior medical 
students serving their psychiatric clerkships. 
All cases are closely supervised by a senior 
staff person. 


In accordance with sound medical pro- 
cedure, a comprehensive study is done on 


each patient admitted. It includes the fol- 
lowing : 

1. detailed medical psychiatric 
history is obtained primarily from the par- 
ents, who are required to be present at the 
time of admission. Parents are assigned to 
the junior medical students, who assist in 
obtaining historical data. Parents are also 
seen by members of the senior staff or resi- 
dents not only for historical information, but 
also for interviews during the patient's hospi- 
tal stay. In our experience, this procedure 
provides a nice system of checks and balance. 
Parents also take the Minnesota Multiphasic 
Personality Inventory. Since many of our 
patients are under state guardianship or are 
under care of other agencies, close coopera- 
tion with them is important. In such situa- 
tions, the psychiatric social worker plays an 
important role in working out the details of 
referrals, in obtaining supplementary social 
data, and in general, keeping close super 
vision of such patients. Supplementary in 
formation is obtained from agencies and 
schools whenever indicated. 
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2. Physical and neurological examinations 
are done not only by the junior medical stu- 
dent assigned the case, but by the fellow as 
well. When indicated, consultation with other 
services of the hospital is provided. 

3. Basic laboratory studies are done, which, 
in all cases, include an_ electroencephalo- 
graphic study. Other special physical studies 
are done as required. 

4. A comprehensive battery of psychologi- 
cal tests is given to every patient, regardless 
of age or presenting complaint. Included in 
this battery are: (a) Tests of general intel- 
ligence. We are not only concerned with the 
child’s intelligence quotient per se, but also 
how the patient achieves it; (b) projective 
tests such as the Rorschach, Thematic Ap- 
perception Test, and, whenever possible, the 
Minnesota Multiphasic Personality Inven- 
tory, which may help to define the patient’s 
basic personality structure and to indicate 
probable sources of tension; (c) tests such 
as the Bender Gestalt, which may be helpful 
to determine whether a basic central nervous 
system deficiency is contributing to the child’s 
difficulty ; (d) direct observation of the child 
during this phase of the study is likewise 
recorded, 

Many of our patients are incapable of sus- 
tained effort except for a short period. For 
this reason, the completion of this phase of 
study is often time-consuming. It is esti- 
mated that the average time required for this 
phase of the study is 8 hours. 

5. Each patient is seen daily by his physi- 
cian. Informal ward contacts, play or office 
interviews, observations of reactions to ex- 
aminations and procedures, and observations 
pf the child in the group provide the psychi- 
atrist with valuable data to be integrated into 
the total evaluation. Because of the high 
frequency of marked disturbances in inter- 
personal relationships in our patient popula- 
tion, it is often difficult to secure “the child’s 
own story” from formal interviews alone. 
llowever, this often is the first time the child 
has had an opportunity to speak for himself, 
and some children are able to use the op- 
portunity constructively. 

6. Whenever possible, we work intensively 
with the parents. Since a good number of 
them reside in distant parts of the state, we 
are often limited in these efforts. Work with 
parents is done either by the resident under 


direction or by the psychiatric social worker, 
who collaborates on selected cases with the 
residents. This arrangement provides an ex- 
cellent opportunity to teach the functions of 
a social worker and how she participates in 
treatment. 

7. Occupational therapy is an essential 
part of our study. It is provided not only to 
keep the patient occupied, but also to help 
in self-expression, and for its therapeutic ef- 
fect. Wood and metal work, clay modeling, 
painting, making of puppets and staging 
puppet shows provide for such creative ex- 
pression. Through such activity, it is possible 
to determine how the patient reacts to the 
group situation in which space, tools, and 
supplies must be shared. Also provided is the 
opportunity to observe how well the patient 
uses head and hand in the completion of the 
project selected. 

8. During the school year, all patients of 
school age atiend school. School experience 
is provided not only to help children admitted 
to the hospital from “falling behind” in the 
work, but also to help us understand many 
of the learning problems frequently associ- 
ated with serious adjustment difficulties. 

A small but significant number of handi- 
capped children are referred to us primarily 
for diagnostic study. This group includes 
those who are deaf, blind, cerebrospastic, 
or who have a speech problem. Usually, the 
main concern is to determine the educability 
of such individuals. In many of these cases, 
the speech clinician assumes an active role 
in cooperation with others. 

From October 1952, to May 1956, 400 
children from our state have been admitted 
to our service. Ages have ranged from the 
pre-school period to age 16. The percentage 
distribution is approximately as follows: Pre- 
school age range (to 6 years)—10% ; middle 
and late childhood (to 12 years )—45% ; ado- 
lescence (to 16 years) —45%. Sex distribu- 
tion is 2 males to 1 female. 

As expected, the average length of hospital 
stay has been approximately 1 month. During 
the comparatively short time we have been 
active, we have been impressed by the sig- 
nificant number of serious adjustment prob- 
lems which occur in children in the younger 


age ranges. 
Upon the completion of our study, the case 
is summarized and a plan of therapy is 
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formulated. Since this is often a difficult 
task because so many variables need to be 
considered, it requires intensive cooperative 
effort on the part of the entire staff. 

For those patients who will not be followed 
on an outpatient basis, as clear a presentation 
as possible is given the parents or others who 
are responsible for the child at the time he 
leaves our hospital. For those who come 
from distant parts of our state, we frequently 
arrange case conferences with other agency 
workers. It is an unusual week that we do 
not have one or more such conferences. 

Hospital regulations require that a diagno- 
sis be made in accordance with the standard 
nomenclature and entered on the chart of 
every patient admitted. Such diagnoses are 
made with care, since once made and entered 
upon the chart, it becomes a part of the 
child’s life henceforth. While a firm diag- 
nosis is made when we have supporting evi- 
dence for it, the child is always given the 
benefit of a doubt. 

Since our service began, the following di- 
agnoses have been made in accordance with 
standard nomenclature in the ratios indicated : 
(1) Mental Deficiency (all types)—20% ; 
(2) Chronic Brain Syndrome (without men- 
tal deficiency )—10% ; (3) Acute Brain Syn- 
dromes (all types)—4%; (4) Adjustment 
Reactions (all types) —30%; (5) Psycho- 
neurotic Reactions (all types)—10% ; (6) 
Sociopathic Personality Disturbances—4% ; 
(7) Personality Pattern Disturbance—10% 
(8) Psychophysiological Reactions—2% ; 
(9) Schizophrenic Reaction Type—3% ; 
(10) Observation only—no diagnosis or re- 
moved against medical advice—7%. 

The therapeutic implications of the above 
are obvious and will not be elaborated here. 
It is becoming increasingly apparent, how- 
ever, that children’s adjustment problems 
cannot be completely accounted for solely on 
the basis of disturbed interpersonal relation- 
ships. 

Long before the establishment of the inpa- 
tient psychiatric service for children, our 
teaching goals were defined. They are briefly : 
(1) to teach the students—on all levels—the 
basic essentials of psychological growth and 
development of the individual; (2) to create 
in the student an awareness of the possible 
factors responsible for deviations in devel- 
opment; (3) to develop adequate and useful 


methods of evaluating and equating all fac- 
tors important to any given case; (4) to in- 
troduce the student to as broad a range as 
possible of deviations in human behavior ; 
(5) to provide clinical experience on as broad 
a base as possible to develop diagnostic as well 
as therapeutic skills; (6) to develop an ap- 
preciation of and skill in cooperative effort in 
the interest of the patient’s welfare; (7) to 
create an awareness of the accumulating liter- 
ature in the behavioral field as it pertains to 
children ; (8) to enhance the students’ knowl- 
edge of community resources and to develop 
an appreciation of how these might be used 
expeditiously. 

The addition of the children’s inpatient 
psychiatric service has enhanced our teaching 
program on all levels of instruction. During 
the junior year, approximately 40 hours are 
devoted to didactic teaching, case conferences 
and small group discussions. The inpatient 
service provides first-hand opportunity to 
have contact with patients and parents under 
supervision. Much informal teaching takes 
place every day in the discussion and clari- 
fication of the immediate problems. The psy- 
chiatrist has an opportunity to discuss physi- 
cal as well as mental mechanisms, the psy- 
chologist the meaning and value of psycho- 
logical tests, their use and abuse. Opportunity 
is afforded the psychiatric social worker to 
enhance the student’s knowledge of com- 
munity resources, of social welfare laws, as 
well as family, social, economic, and other 
environmental factors which may be impor- 
tant to the physician’s understanding of the 
patient and his family. The medical student's 
interest and enthusiasm has been a source of 
gratification to us all, particularly during the 
senior year, when the student spends most 
of his time in the outpatient services of the 
hospital. As they rotate through the children’s 
outpatient clinics, the experience of the junior 
year is applied in a most encouraging manner, 

Fellows in psychiatry and pediatrics have 
first-hand experience in working with chil- 
dren presenting difficult problems of adjust- 
ment. Opportunities to deal with patients 
and parents has made possible the develop- 
ment of diagnostic and therapeutic skills. 
Likewise, opportunity is provided to work 
collaboratively with others, including co 
operative work with other agencies such as 
the school, court, and social agencies. 
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The urgent need for psychiatric hospitals 
for children is apparent. In all probability, 
the inpatient psychiatric service for children 
in a teaching hospital will ultimately become 
an important training center for the person- 
nel needed, 

A weekly inservice training seminar is 
conducted with the nurses, occupational 
therapists, and the school teacher throughout 
the school year. 

The interagency conferences are regarded 
as an important part of our over-all teaching 
efforts, as well as of our service function. 
These serve to extend our teaching efforts 
on a broader base, Visiting teachers, social 
workers, ministers, judges, welfare workers, 
physicians, and many others attend them. It 
is our hope that they will enrich the efforts of 
all interested in the understanding and man- 
agement of children who have difficulty in 
their life adjustment. 

Central to our efforts, however, is the 
physician, who is and always must be the 
pivotal center, if an effective program of pre- 
ventive mental health services is to be 
evolved. 


RESEARCH 


As can be appreciated, our research efforts 
to date have, of necessity, been limited. Re- 
search has not been neglected, however, since 
several projects are under way. We are 
presently engaged in an evaluation of the 
first 200 admissions to our service. While 
this is not yet completed, we have been 
heartened in the response of the parents, who 
submitted an 85% usable return to our in- 
quiry. Encouraging is the fact that a large 
majority of the parents regarded the hospital 
study as helpful to them and their children. 
Analysis of the returns indicates that over 
50% of the patients studied have shown con- 
tinued improvement in their adjustment in 
their homes, schools, and communities. Of 
the 33 children who were found to be men- 
tally deficient, 23 continue to live in their 
homes, while 8 have been placed. Our study 
also reveals that approximately 40% of the 
routine EEG’s were abnormal, which is a 
significantly higher incidence than that in 
the general population. 


CONCLUSIONS 

Careful review of our experience to date 
leads us to conclude; 

1. An inpatient psychiatric service for 
children in a teaching hospital, which pro- 
vides care for a small group of children with 
behavior disturbances, serves usefully in the 
teaching program. Likewise, it eases the de- 
mands on the other inpatient services, as 
well as relieves them in case of need. 

2. It should be modest in size—prefer- 
ably 20 beds. 

3. Ideally, the maximum age range should 
not extend beyond 14 years with some flexi- 
bility permitted in the individual case. 

4. Sex ratio to be expected is 2 males to 1 
female. 

5. Expected ratio of staff to patient is ap- 
proximately one to one for each 8-hour 
period during the day. Staff personnel should 
include nurses, nurses’ aides, psychiatric at- 
tendants, occupational therapists, and a school 
teacher well-trained in remedial teaching 
methods. 

6. If selected with care, children of all ages 
can be admitted. It has been noted that prob- 
lems of management are eased when there 
is a dispersion in age range of the patients. 

7. For effective operation, ample space 
is required for adequate program planning 
and management. 

8. Good interdepartmental relations with 
all other departments, but more particularly 
with pediatrics and psychiatry, are essential. 

g. It is rarely advisable to arrange a direct 
admission from the juvenile court, since both 
patient and family then tend to identify the 
hospital unfavorably with the court. 

10. Admission of hostile, “acting out” ag- 
gressive adolescent delinquents is rarely 
feasible for obvious reasons. 

11. Continuous attention to the improving 
and strengthening of staff integration is es- 
sential for smooth and effective operations. 

12. A small, adequately staffed outpatient 
service is an essential complementary unit 
to the inpatient service, in order to provide 
adequate screening of patients, to provide 
follow-up treatment for some inpatients upon 
discharge from the hospital, and an ample 
supply of case material for teaching and re- 
search purposes. It should not be expected 
to provide comprehensive service to local 
communities. 
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FURTHER REPORT ON EXPERIMENTAL EVALUATION OF 
MENTAL HYGIENE TECHNIQUES IN SCHOOL AND 
COMMUNITY 


BENJAMIN H. BALSER, M.D.,° FRED BROWN, Pu. D.* MINERVA L. BROWN, M.S. 5S. W., ano 
LEON LASKI, M.A., New York Crry; DONALD K. PHILLIPS, Ep. D.,5 New Rocnete, N. Y. 


INTRODUCTION 


The mental health workshop is one of the 
keystones in preventive psychiatry. We be- 
lieve that a careful study of the mental health 
workshop is certainly indicated if one is to 
utilize this instrument ideally. In an earlier 
report(1) we did a preliminary study of a 
controlled mental health workshop in a pub- 
lic sche! system. A group of 38 teachers 
volunteered for a workshop and a group of 
19 administrators were required to take a 
second similar workshop under an analyti- 
cally trained psychiatrist for a 15-week 
period in 14-hour sessions given once weekly. 
The purpose was to determine whether or 
not participation in such a workshop would 
significantly change the viewpoints or atti- 
tudes of the participants. These 2 groups 
were matched carefully with 2 control groups 
as to age, sex, duration of service, grade 
taught, or position held, and the 4 groups 
were exposed to a battery of psychological 
tests at the beginning and at the end of this 
15-week period. The test responses were 
then analyzed, and we found that although 
there were statistically significant changes in 
understanding of mental health principles 
for the experimental group, these were also 
found in the control group. It was noted 
that if the pre- and posttesting of the experi- 
mental groups were evaluated without con- 
trol groups the results could have been inter- 
preted as excellent. 

We have studied and are here reporting 3 
additional workshop groups and 3 control 
groups. The psychological test battery was 


1 Read at the 112th annual meeting of The Ameri- 
can Psychiatric Association, Chicago, IIL, April 30- 
May 4, 1959. 

2 Aided by a grant from the Westchester County 
Mental Hygiene Association. 

’ From the department of psychiatry, College of 
Physicians & Surgeons, Columbia University. 

4 Adjunct Professor of Psychology, New York 
University, Washington Square College. 

5 Superintendent of Schools, New Rochelle, N. Y. 


partially altered in an effort to obtain more 
sharply defined responses. 


OUTLINE OF EXPERIMENT 


Teacher and parent-teacher groups in 4 
communities in Westchester County, New 
York, were organized. In one community 2 
workshops were set up for teachers, one 
headed by an analytically trained psychiatrist 
and the other by a dynamically oriented psy- 
chologist. The workshops were carried on 
simultaneously. There were 14-hour ses- 
sions once a week for 15 weeks. These 2 
groups were controlled by a teacher group 
from another community. This control group 
was tested at the same time as the other 2, 
and the controls were told that they were 
taking the tests to validate the tests’ efficacy. 
Nothing was said about controls. 

A third workshop group, headed by an 
analytically trained psychiatrist, was organ- 
ized for parents in another community. 
These sessions were of 2 hours’ duration and 
ran for 10 weeks. From the same commu- 
nity we obtained a control group of parents, 
who were told that they were being used as 
controls for the preceding group. A third 
parent-teacher group was organized in an- 
other community for control purposes, and 
this group was told that they were taking 
the tests to help us validate them.* 

No names were used for any of the par- 
ticipants. Each person was given a number 
which was used in the pre- and the posttest- 
ing. The 6 groups of papers were then 
turned over to the psychologists for scoring 
and statistical evaluation. 

All groups were given a battery of psy- 
chological tests at the beginning and end of 
the workshop period (Tables 1 and 2). The 
testing instruments were: (1) the Sacks 
Sentence Completion Test (5) ; (2) the Min- 

®This group was broken down into separate 


teacher (Control C) and parent (Control )) units 
in the statistical analysis of test data. 
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TABLE 1 


Numper or Participants CompLetinc Born Precourse AND Postcourse TEsTs 


Minnesota SCT USCS 

Control A, parents............++. 25 25 24 
Control B, teachers 57 55 
Control C, teachers 7 7 
Control D, parents 18 20 
“xperimental A 13 
“xperimental B 17 
“xperimental C 9 


Total 146 


TABLE 2 


FOR SIGNIFICANCE OF DirreRENCE (Fiscner “T’) BETWEEN “Pre” AND “Post” MEANS ON THE 
MINNESOTA PERSONALITY SCALE 


Part I (morale) 


Teacher Tene her 
(Exp. B) (Exp. C) 


184.30 180.81 


Parent 
(Con. D) 
176.50 


Teacher 
(Con. C) 


182.56 181.50 


Teacher 
(Con. B) 


Parent 
(Con. A) 


190.64 


Parent 
(Exp. A) 


187.50 
1.36 
N.S. 


183.00 189.64 
68 a 
N.S. N.S. 


Part II (soc. adj.) 


181.86 181.00 


53 12 
N.S. 


233.00 212.63 
221.70 223.63 
43 2.98 
N.S. .02-.01 N.S. 
N.S. ~- 


229.40 
231.12 


Part ILI (fam. rel.) 


134.33 
135.06 
28 


149.90 


NS. 


Part IV (emotionality) 


162.25 
169.60 


165.57 
170.28 


Part V (ec. conservatism) 


107.04 
106.68 


104.00 

102.75 

4! 4 

N.S. N.S. 
: Mean for group “pre” condition. 
ean for group “post” condition. 


: Fischer's “t’’ for small groups. 
: Level of confidence for t. (N.S.; “not significant’). 


: Ratio of variances for test of homogeniety. A “‘not significant “F”’ 


145.15 

147.13 
1.33 

N.S. 


166.45 


170.19 
2.60 

.02-.01 

N.S. 


104.12 

103.79 
39 

N.S. 


175.20 
63 
N.S. 


167.90 

166.05 
68 

N.S. 


1 indicates that the significant t is ac- 
tually due to the difference between the means and is not an artifact caused by variances. 


a 
34 Feb. 
145 
235.20 225.88 218.80 
4 237.02 222.00 221.90 
127.36 141.00 141.85 137.19 
144.94 149.14 141.85 141.06 
2.12 1.47 35 42 1.58 
N.S. N.S. N.S. N.S. 
168.52 174.62 
1.23 2.40 1.02 33 82 
Mia)... 95.12 93.74 
N.S. N.S. 
Key: M(1) 
M(2) 
Sig. 
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nesota Personality Scale; and (3) the Uni- 
versity of Southern California Parent Atti- 
tude Survey(6) which was modified’ for 
use with the teacher groups by substituting 
the word “Teacher” for “Parent” wherever 
necessary. The Sacks SCT consists of 60 
incomplete sentences which were reduced to 
54 by eliminating 4 items on sex adjustment. 
The value of the test might have been im- 
paired in this setting had such “sensitive” 
items not been excluded. The remaining 
items tap the following areas: attitude to- 
ward mother, father, family unit, women, 
friends and acquaintances, superiors at work 
or school, people supervised, colleagues at 
work or school, toward own abilities, toward 
the past, the future, and toward goals. Also 
tapped are fears and guilt feelings. The 
items are randomly distributed in the test 
and the subject’s answers are then trans- 
ferred to an analysis sheet on which area 
groupings are made and then scored on a 2, 
1, and o point adjustment basis. The final 
adjustment score is the sum of all ratings, 
with high scores pointing to conflicts and low 
scores indicating satisfactory adjustment. 
Sacks reports contingency ratings between 
.48 and .57 for the scale when psychologists 
and psychiatrists compared their data on a 
group of patients, using SCT evaluations 
against psychiatric findings. He states that 
this shows a high positive relationship with 
clinical material and compares very well with 
similar studies using a projective technique 
such as the Rorschach. The general nature 
of the workshop approach did not warrant 
a statistical analysis of separate areas of 
adjustment. 

The Minnesota Personality Scale consists 
of 5 parts, as follows: (1) Morale, (2) So- 
cial Adjustment, (3) Family Relations, 
(4) Emotionality, and (5) Economic Con- 
servatism. Reliability coefficients ranging 
from .gI to .95 for the 5 parts of the scale 
have been reported by the authors (100 men, 
100 women). Both pre- and postcourse 
scales were machine-scored. 

The University of Southern California 
Parent Attitude Survey (USCS) is based 
upon a survey of the literature on parent- 
child relationships for items that would 
successfully differentiate the parents of prob- 


7 With the kind permission of the author. 


lem children from those of nonproblem 
children. An initial pool of 148 items was 
reduced to 85 items upon the basis of signifi- 
cance by the chi-square method, with reten- 
tion of an item depending upon whether it 
differentiated the groups at the 5% level of 
confidence or better. 

Three sub-groups of items were extracted 
by using the pooled judgments of psycho- 
logically sophisticated judges. These were ; 
(1) Dominant, “a tendency on the part of 
the parent to put the child in a subordinate 
role, to take him into account quite fully but 
always as one who should conform com- 
pletely to parental wishes under penalty of 
severe punishment’; (2) Possessive, “a 
tendency to baby a child, to emphasize un- 
duly the affectional bonds between parent 
and child, to value highly the child’s de- 
pendence upon the parent, and to restrict the 
child’s activities to those which can be 
carried on in his own family group”; and 
(3) lgnoring, “a tendency on the part of the 
parent to disregard the child as an individual 
member of the family, to regard the “good” 
child as the one who demands the least par- 
ental time, and to disclaim responsibility for 
the child’s behavior.” In addition to these 
sub-scales, 10 unclassified items were re- 
tained. It was felt that such a scale, modi- 
fied for use with teachers and retained in its 
original form for the parent groups would 
reflect attitudinal sets similar to those asso- 
ciated with authoritarian attitudes which 
McGee(4) found to have significant corre- 
lates with teacher’s classroom behavior. 
Shoben(6) reports reliability coefficients of 
.95 for the total scale ; .g1 for Dominant ; .go 
for Possessive; and .85 for Ignoring. His 
validity coefficients run .769 for total scale ; 
Dominant, .623; Possessive, .721; and Ig- 
noring, .624. He concludes that “This per- 
mits the tentative interpretation that the Sur- 
vey has some genuine relevance in the as- 
sessment of parent attitudes in relation to 
child adjustment.” The higher the scale, the 
more “unfavorable” the rating. 


ANALYSIS OF TEST FINDINGS 


Preliminary Comments.—A few relevant 
comments concerning some aspects of the 
testing and the experiment as a whole should 
be emphasized. 
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(1) Control Group A was told it was a 
control group in order to test the hypothesis 
that this might have accounted for score in- 
creases in our previous experiment(1). 
Control Groups C, D, and B were told they 
were aiding in the validation of tests. 

(2) The psychiatrists in charge of Ex- 
perimental Group A (parents) minimized 
leader participation and maximized partici- 
pative group experience by opening the initial 
session with a 15-minute presentation which 

jas later reduced to between 3 and § minutes 
as an introduction to discussion of questions 
and criticisms anonymously submitted by 
the participants. This leader reports : 
I participated only to correct gross error, to pre- 
vent people from getting into obviously personal 
problems, and... to prevent one group member 
from discussing in a personal way the comments of 
other members. 


Attrition was slight, with one man dropping 
out after the first session, another after the 
fifth or sixth, and a third attending only 5 
scattered sessions for business reasons. 
Most of the women, as would be expected 
in a parent’s group, attended practically all 
the sessions and everyone, “without excep- 
tion,” resented sacrificing 2 meetings for 
testing. It cannot be doubted that this atti- 
tude might have interfered with completion 
of the tests. However, in view of experi- 
mental data on Group versus Leader empha- 
sis(2, 3), we would expect this group to 
show major changes, although only 8 dis- 
cussion meetings were held. 

(3) The Experimental workshop Group 
B (teachers) was offered for credit and at- 
tendance was taken, so that the attrition rate 
was very low. The psychiatrist reports: 
The general format of the early meetings was pri- 
marily didactic lecture with some discussion period. 
Later on, after the basic subjects had been covered, 
we used base presentation method and as much 
group discussion as was possible in discussing spe- 
cific problems and practical management of prob- 
lems. 


This group appears to have been leader cen- 
tered, with strong acceptance of the group 
leader because of his prestige in the com- 
munity, 

(4) The Experimental workshop Group C 
(teachers) was voluntary, was offered for 
credit, and attendance was taken. There was 
no attrition. This group was headed by a 


psychologist and was leader centered, with a 
brief period of didactic lecture, and the 
major portion of the time spent on discussion 
of schoolroom problems, normal person- 
ality development, and the meaning of be- 
havioral deviance. Personal problems of the 
participants were not discussed at these ses- 
sions. There were 4 other psychologists as 
guest leaders, but the original psychologist 
remained as moderator. This group resented 
the time spent taking the pre- and posttests 
so that when the second set of psychological 
tests was administered many of them re- 
fused to participate. They did not want to 
be part of the experiment. As compared 
with Experimental Group B (teachers), this 
course was meant to be extensive rather than 
intensive and in this sense was in sharp con- 
trast to the other group. 

(5) An objection might be raised that in 
view of the differences in percentile norms 
on the Minnesota for men and women all 
scores on this test should have been treated 
separately. Our findings show that there 
were no significant differences between the 
means for the male and female groups on 
the various subtests, that there were no sig- 
nificant differences between the variances 
(F) of the sexes, and that therefore the raw 
scores for the male and female groups, being 
from a common population, could be pooled. 
It is interesting to note that percentile 
equivalents for the total mean score for all 
groups when compared with norms for men 
and women (precourse test) show superior 
morale (85th percentile, 75th percentile ) ; 
average social adjustment (5oth percentile, 
45th percentile) ; average family relations for 
male norms (52nd percentile) and somewhat 
inferior adjustment for female norms (35th 
percentile) ; between average and high aver- 
age ratings on emotionality (67th percentile, 
soth percentile) ; and a trend toward eco- 
nomic liberalism for both norms (40th per- 
centile, 42nd percentile). 

(6) Control Group A, which had been 
told it was a control group, maintained sig- 
nificantly higher scores on the tests than did 
Control Groups C and D, both of which 
were under the supervision of the same 
psychiatrist as was Control Group A. 
Groups C and D came from a different com- 
munity, which might reflect community dif- 
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ferences. Differences were quite marked for 
Morale in favor of Group A, raising the 
question as to whether a true community 
difference or knowledge that it was a control 
group accounts for this. It is also very 
significant that the “validating” Control 
Groups, C and D, both show a very signifi- 
cant liberalism in their attitudes toward cur- 
rent economic and industrial problems (15th 
percentile on male and female norms), while 
Control Group A, with its higher “morale,” 
is definitely oriented toward a more con- 
servative viewpoint (60th to 65th percentile 
for both norms). This finding has inter- 
esting implications for social psychiatry and 
might be explained by the fact that there 
has been a great influx of population into 
the larger C-D community from the city; 
whereas higher property values and size tend 
to restrict any marked infiltration into com- 
munity A by middle- and upper middle-class 
income groups. In any case, Control Group 
A shows no significant change in parental 
attitudes between initial and terminal test- 
ing (t .56) whereas Group D alters signifi- 


cantly in a more permissive direction (t 2.91, 


.o1 percentile levels). 

The Groups.—There were originally 181 
participants in the total experimental-control 
group which was reduced to a total of 155 
who had completed the pre- and postcourse 
tests at least to the extent that one subscale 
had been completed at both times. Partici- 
pants were excluded from the statistical 
analysis when they had failed to take both 
the precourse and postcourse test or when 
so many items had been omitted from a sub- 
scale as to invalidate the measure and ex- 
clude machine scoring. In some cases, 
whether because of the nature of the content 
(e.g., the Family Relations scale), through 
inadvertence, or as a result of faulty test 
administration, an entire subscale was 
omitted. The figures for Experimental 
Group C would suggest the operation of a 
motivational factor so far as group coopera- 
tion is concerned. On the other hand, it is 
important to note that there are no signifi- 
cant differences between changes produced 
in the groups under supervision of a psychi- 
atrist (I¢xperimental B) or a psychologist 
(i-xperimental C) when the means of all 
pre- and postcourse test scores are computed. 


Test Results. There were no significant 
changes for Morale in any of the groups, 
but it is interesting to compare the 1953- 
1954 means with the present ones in order 
to account for significant changes for a 
teacher control and an administrative experi- 
mental group at that time. The data show 
that the prescores for Morale at that time 
were relatively low, while the postscores 
compare favorably with the prescores of the 
present groups. Perhaps the present social 
and economic climate is more conducive to 
morale in general or perhaps the score differ- 
ences are due to differences in the communi- 
ties themselves. 

Two experimental groups (Groups A and 
C) show positive changes for social adjust- 
ment while none of the control groups do so. 
Experimental Group A, however, shows 
only a trend toward change, while that for 
Experimental Group C js statistically signifi- 
cant. 

Experimental Group A shows a trend 
toward significance in the area of family re- 
lations. Since this is a parent group it is 
interesting to note that the initial mean score 
for friendly and happy parent-child relations 
is far below the means for all other experi- 
mental and control groups. It can be hy- 
pothesized that parents who volunteer for a 
mental hygiene workshop are likely to be a 
“selected” group in the sense that an aware- 
ness of parent-child conflicts might be moti- 
vating them. Attendance in this group was 
constant; and there were only 8 sessions; 
and didactic presentations were avoided. 
These are possible reasons for the trend 
toward significance found in this area. 

Significant change toward improved emo- 
tional stability and self-possession is noted 
for Experimental Group B (teacher) and 
for Control Group B (teacher). We have 
no way of accounting for the change in the 
control group. 

Finally, no significant changes were found 
for Economic Conservatism and the very 
small t’s* suggest that the workshops have 
virtually no influence upon attitudes in this 
area. It is also likely that such attitudes are 
least amenable to change because they are 


®t” is the critical ratio; that is, the difference 
between the means divided by the standard devia- 
tion of the differences. 
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so deeply entrenched in the character of the 
individual. The implications of the scores 
have already been discussed. 

Table 3 gives the significances between 
means for the Sentence Completion Test 
and the California Parent Attitude Survey. 
There is a trend toward significance for the 
Teacher Control Group B which was also 
noted for improved emotionality on the Min- 
nesota Scale. We have no way of knowing 
what factors might have influenced these 
changes. 

It could have been hypothesized that 
changes in attitude toward children should 
result from workshop activities. Our find- 
ing show there is a trend toward more 
liberalism for Experimental Group A (par- 
ents) and significant changes toward a more 
permissive attitude on the part of both 
Teacher Experimental Groups (B and C). 
Only one Control Group of parents (D) 
shows a significant change toward liberalism. 
This might be explained by the examiner’s 
comment following administration of this 
test to the effect that several members of the 
group had told him that the test had “made 
them think.” It is interesting to conjecture 
whether administration of a parental attitude 
scale generates constructive soul-searching, 
more reading, and consequent change to a 
more permissive attitude toward children. In 
any event, the superiority of the experimen- 
tal groups over the controls is quite conclu- 
sive and suggests that the workshop activity 
might be responsible for the change. This 
is confirmed when the percentage of all ex- 
perimental groups showing “pre-post” dif- 


ferences significant at the .10% level is com- 
pared for significance with the percentage 
of all control groups showing similar differ- 
ences, disregarding tests and sub-tests. 
Fischer’s “‘little z,”* based upon 31% of 
experimental groups showing differences and 
12% of control groups doing likewise, gives 
a value of 1.58, significant at the 5.7% level 
of confidence.’® 

A similar analysis of changes in the Parent 
versus the Teacher groups indicates that the 
Parents showed greater over-all changes 
than did the Teachers. When the experi- 
mental group is compared with the control 
group, the Parents show greater over-all 
changes under experimental conditions than 
do the Teachers as compared with changes 
under control conditions. Whether this in- 
dicates that Parents have a deeper emctional 
investment in the child than do Teachers, 
and are consequently better motivated to- 
ward positive changes can be advanced only 
as an hypothesis. 

It is interesting to observe in Table 4 that 
while our groups do not approach what psy- 


chologists would regard as the “ideal” par- 


*A criterion for testing the significance of the 
difference between 2 independent variances (in this 
instance proportioned specifically)—a method of 
statistical inference. 

10 Point of confidence for z (one-tailed test— 
based on the hypothesis that differences will be in 
a positive direction only, experimental greater than 
control). It should be noted that all percentages 
were corrected for continuity, which means that the 
point of significance is actually somewhat higher 
than it should be. 


TABLE 3 


Test vor SIGNIFICANCE OF DIFFERENCE BETWEEN “Pre” AND “Post’ MEANS ON THE SCT anp USCS 


scT 


Teacher Parent 
(Exp. C) (Con. A) 


2.44 3.76 
4.52 


Parent 
(Con. D) 
5.55 
7.06 
1.54 
N.S. 


Teacher 
(Con. C) 


Teacher 
(Con, B) 


Teacher 
(Exp. B) 


3.23 


Parent 
(Exp. A) 


322.00 

322.43 
.08 

N.S. 


320.00 

2.41 
05 
N.S. 


od 
J 
wed 4.46 3.04 3.21 4.00 
1.44 55 1.39 1.09 1.80 64 
N.S. N.S. N.S. 10 N.S. 
USCS 
334.78 333.37 320.41 333-73 323.90 
326.52 323.41 327.94 313.00 
1.79 2.06 56 1.24 2.91 
10 02 N.S. N.S. Ol 


TABLE 4 


Comparison oF USCS Torat Scare MEANS oF 
EXPERIMENTAL AND CONTROL GROUPS WITH 
VALIDATING Groups 
Mean 
score 
“Ideal scores” of clinical 
psychologists (N-8)... 286.38 
Problem parent group 
(N-20) 
Non-problem parent group 
(N-20) 
Total experimental group. 
Total control group 
Both groups combined... 


M(2) 


321.20 
67 
321.48 


331.38 
325.01 
327.74 


ent, they are significantly more permissive 
than either of the validating groups. 


SUMMARY AND CONCLUSIONS 


A further study on experimental evalua- 
tion of controlled mental hygiene workshops 
in school and community is reported. This 
controlled study was made on mental health 
workshop groups of teachers and parents 
and controlled by other groups of teachers 
and parents from the same and other com- 
munities. These studies were all made in 
Westchester County, New York State. Psy- 
chological test instruments were used before 
and after the mental health workshops for 
both the experimental and control groups, 
all groups being tested simultaneously. The 
scoring and _ statistical analysis of over 
110,000 test items lead to the following con- 
clusions: 


1. The experimental groups as a whole 
showed more changes in a positive direction 
than did the control groups. 

2. There was a significant trend for par- 
ents in the experimental groups to show 
greater over-all changes than did the teachers 
as compared with changes in the control 
groups. 

3. In spite of the differences in content, 
approach, and instructions to the experimen- 
tal groups, there were no statistically sig- 
nificant differences between changes pro- 
duced in the groups by a psychiatrist and 
a psychologist. 

4. The most striking positive changes 
were obtained on the Parental Survey Scale 
for all the experimental groups, with 2 
groups showing a conclusive change toward 
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a more liberal conception of parent-child re- 
lationships and 1 a trend toward change(6). 

5. Telling a control group that it is being 
used as a control seems to raise subscale 
scores on the Minnesota. Whether this 
would hold in general or whether a com- 
munity factor is operating is uncertain. 

6. There were no changes in Morale for 
any of the groups, suggesting that the morale 
“climate” at the time of this experiment is 
better than it was at the time of previous 
experiment or that community differences 
were being reflected. 

7. One control group showed a significant 
change in parental attitudes. It is suggested 
that this might have resulted from the stimu- 
lus value of the Scale. 

8. It is probable that the workshop is 
better suited for those who volunteer to 
participate rather than for an unselected 
random population. 

g. It seems advisable to stress attitude 
evaluation in future studies rather than “ad- 
justment.” This might make it possible to 
administer a shorter test battery and to ac- 
complish a more detailed item analysis of 
the responses. 
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SOME HYPOTHESES CONCERNING THE ROLE OF SYMPATHOMI- 
METIC AMINES IN PSYCHIATRIC CONDITIONS ' 


SOLOMON GARB, M.D.2 NATHURAM M. TIWARI, M.D.,2 ann LORING F. CHAPMAN, Pu. D. 
New York City 


Since the report of Cannon(1) there has 
been considerable interest in the role of the 
sympathetic nervous system in emotional re- 
actions, It was postulated that the sympa- 
thetic system geared the organism either for 
fight or flight. Recently Diethelm and his 
associates tested the blood of patients in 
various emotional states and tried to identify 
specific substances as factors in these states. 
Certain of their findings indicated that more 
than one substance is involved(2). In tests 
on the blood of patients with anxiety, an 
unknown adrenergic agent was _ found. 
Pharmacologic tests with this unknown sug- 
gested a resemblance to nor-epinephrine(3). 

There are, however, difficulties in accepting 
nor-epinephrine as the principal chemical fac- 
tor implicated in anxiety. Nor-epinephrine 
(Levophed, Arterenol) has been adminis- 
tered in large amounts to humans without 
any evidence that anxiety is produced. Moyer 
et al.(4) gave large amounts to normal sub- 
jects and to patients in severe shock. They 
state, “Side-effects to both subcutaneous and 
intravenous nor-epinephrine were minimal.” 
Clinical experience suggests that nor-epineph- 
rine is not the most important sympa- 
thomimetic amine in anxiety. One report sug- 
gests, in fact, that it is more appropriate to 
the fight than to the flight reaction(8). 

Several years after Fleetwood’s report(3), 
Lockett(5) described a third amine normally 
present in small amounts in the adrenal 
glands of several species, including man. This 
third amine was indistinguishable from iso- 
propyl nor-epinephrine (Isuprel, isoprotere- 
nol) which had been synthesized earlier. 
Experiments in this laboratory(6) showed 
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grant from the New York Heart Association. 

2 From the Department of Pharmacology, Cornell 
University Medical College, 1300 York Ave., New 
York 21, N. Y. 
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that although all 3 of the naturally occurring 
amines have similar qualitative actions on 
the heart, Isuprel * is far more potent than 
nor-epinephrine or epinephrine on _ the 
auricles of 4 mammalian species. In its ability 
to produce auricular tachycardia it ranged 
from 4 times the potency of nor-epinephrine 
in the guinea pig to 700,000 times the potency 
of nor-epinephrine in the rat. This unusual 
ability to produce auricular tachycardia, a 
common somatic feature of anxiety, led to 
the hypothesis that Isuprel may be a major 
chemical mediator in anxiety. This hypoth- 
esis was reinforced by observations made 
independently by one of us (L.C.) upon 
himself. In studying another aspect of 
Isuprel action, and without any thought at the 
time of the possible role of Isuprel in anxiety, 
he administered to himself, subcutaneously, 
increasing doses of Isuprel and recorded 
his reactions. This report will deal only with 
reactions related to anxiety. 

When Isuprel in amounts between 107! 
mg. and 10° mg. was injected subcutane- 
ously, only local reactions at the injection site 
were observed. With a dose of 10° mg., 
there was a subjective feeling of enhanced 
alertness, increase in pulse rate, and slight 
fall in blood pressure. With a dose of 10° 
mg. of Isuprel there were also feelings of 
vague uneasiness and concern. With a dose 
of 107 mg. a feeling state of anxiety de- 
veloped within 2 minutes. The subject 
wandered about the room aimlessly and rest- 
lessly. His face turned pale, his hands cold, 
and an eyelid tremor was seen. The blood 
pressure fell, the pulse rose, auricular pre- 
mature contractions appeared, and there was 
a heightened awareness of heart beat. The 
cardiac symptoms followed the development 
of the subjective feelings of anxiety. An ex- 
perienced investigator present stated that the 
appearance of the subject was frightening. 

These observations, supporting our origi- 


* The Isuprel used was generously supplied by the 
Winthrop Co. 
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nal hypothesis, led to further search for 
evidence of Isuprel action in man. A col- 
league who is an experienced full-time in- 
vestigator had been taking various medica- 
tions for asthma. He was asked about his 
experiences with Isuprel. He stated that he 
had tried doses of 10 mg. sublingually.* He 
found that there was some relief from the 
bronchospasm, but because of undesirable 
side-effects he had discontinued the drug. The 
side-effects were described as tachycardia, 
jitteriness, tension, tremor, and “anxiety.” 
He volunteered the information that for an 
equivalent amount of bronchodilatation, there 
was far more anxiety produced by Isuprel 
than by epinephrine. Because of this, he 
preferred to take epinephrine even though it 
required subcutaneous injection. 

A search of the literature revealed only 
one report of subjective symptoms produced 
Ly Isuprel. As part of a study of the effects 
of certain drugs on the biliary tract of man, 
Gaensler and McGowan(7) found, after in- 
jection of Isuprel, that in addition to tachy- 
cardia, “Subjective complaints of palpitation, 
throbbing sensations in the chest and neck, 
tremors and dizziness were often accompa- 
nied by alarming anxiety.” 

Elmadjian et al.(8) examined the urine of 
normal persons and psychiatric patients, 
measuring the amounts of epinephrine and 
nor-epinephrine present in each. They found 
increased excretion of nor-epinephrine in 
aggressive-hostile patients and increased ex- 
cretion of epinephrine in passive-fearful 
ones. They did not report on Isuprel concen- 
trations but it is unlikely that any presently 
available chemical procedure would be suffi- 
ciently sensitive to measure Isuprel in blood 
and urine. This amine is so powerful that 
concentrations 1/100 as great as nor-epine- 
phrine or epinephrine would have dramatic 
activity but would be too small for chemical 
detection. 

All these findings suggest the following 
hypothesis concerning the relationship of the 
sympathomimetic amines to emotional states : 

1. Isuprel, or a similar substance, may be 
an important chemical mediator in anxiety. 


5 Jsuprel is given sublingually in relatively enorm- 
ous amounts because of its poor absorption. Be- 
cause of individual variations in absorption, this 
route is not ordinarily suitable for investigations. 


Its presence in the circulation promotes the 
establishment of a pattern of activity that is 
commonly interpreted as the feeling state 
of anxiety. In addition, Isuprel produces a 
group of physiological changes (tachycardia, 
premature contractions, fall in blood pres- 
sure, cold hands, facial pallor) frequently 
present in the acute anxiety state. In the 
naturally occurring reactions to threat, how- 
ever, the response is rarely one of fight or 
flight alone. More frequently, the two occur 
together with one more dominant than the 
other. Thus, the blood pressure fall result- 
ing from Isuprel may be modified by the 
blood pressure rise resulting from other 
mechanisms such as reflex changes, epineph- 
rine, or nor-epinephrine. 

2. Another amine may be an important 
chemical mediator in aggression and hos- 
tility. Possibly it is nor-epinephrine(8) 
although our experiments shed no light on 
this. 

3. Epinephrine has certain actions in com- 
mon with both but in the balance may be a 
relatively weak mediator in anxiety. 

There has been increasing interest in the 
possibility that some chemical mediator may 
also be involved in various psychotic states. 
Much interest has centered around serotonin. 
On the other hand, there has been little at- 
tention given to the possibility that sympa- 
thomimetic amines may produce some of the 
important manifestations of psychotic be- 
havior. Many of the signs and symptoms 
of psychoses differ considerably from the 
known effects of sympathomimetic amines. 
Depression is an example. However, some 
pharmacologic observations described below 
suggest that combinations of the amines may 
possess actions, differing from, and even op- 
posite to those shown by the individual 
amines. 

The experiments were performed on auri- 
cle preparations from several species. The 
pharmacologic significance of the findings 
will be reported elsewhere. 

The method used was that reported earlier 
(6). Many preparations were studied, with 
similar results in each. Nor-epinephrine alone 
in a concentration of 10°* mg. per cc. pro- 
duced a marked increase in the rate and force 
of the auricle. After the nor-epinephrine 
was washed out of the bath and the prepara- 
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tion returned to its control state, Isuprel was 
added to produce a concentration of 10 mg. 
per cc. and a similar increase in rate and 
force resulted. The Isuprel was then washed 
out and, after a suitable waiting period, a 
mixture of the two amines was added to 
produce final concentrations of nor-epineph- 
rine and Isuprel, each equal to that used 
with each amine separately. This mixture 
produced an immediate and sustained depres- 
sion of both rate and force. When additional 
nor-epinephrine or Isuprel was added with- 
out washing out the depressant mixture, 
there were only minimal increases in rate and 
force. However, when either of these amines 
was added after the depressant mixtures had 
been removed, it produced an increase in rate 
and force similar to that seen in the initial 
control tests. In order to be certain that the 
depression of function observed with the 
mixture was not simply the result of exces- 
sive dosage, all amines were washed out and 
then epinephrine added to produce a level of 
10* mg. per cc., 10 times the earlier concen- 
tration. The result was a great increase in 
rate and force. Similarly, a tenfold increase 
in Isuprel concentration produced a great 
increase in rate and force. Thus it is clear 
that the depression of function seen after the 
mixture of nor-epinephrine and Isuprel is 
due to the mixture of the two amines, not 
simply to excessive total quantity of amines. 
Note that the mixtures used contain ap- 
proximately equipotent, but not equimolar, 
concentrations of the amines because of the 
greater potency of Isuprel. Thus, if Isuprel 
is 100 times more potent than nor-epinephrine 
in its cardiac effects in a particular species, 
an equipotent mixture contains 1 part of 
Isuprel to 100 parts of nor-epinephrine. Since 
the potency ratio of Isuprel to nor-epineph- 
rine varies according to species and type of 
tissue, the ratio of each amine in an equipo- 
tent mixture may vary. 

This series of observations suggests a 
hypothesis concerning the possible role of the 
sympathomimetic amines in depressed states. 
Based on the hypotheses stated above, that 
Isuprel or a similar substance may be an im- 
portant chemical mediator in anxiety, and 
that another sympathomimetic amine may be 
an important mediator in hostility and ag- 
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gression, we may add the hypothesis that a 
depressed state results when a patient experi- 
ences approximately equal quantities of hos- 
tility and anxiety, so that equipotent concen- 
trations of the other amine and Isuprel are 
liberated. 

The testing of these hypotheses can be 
done only in humans, and since we do not 
have the necessary facilities we hope that 
others to whom such facilities are available 
will be interested in testing them. Great cau- 
tion should be used in administration of the 
amines because of their potency and the wide 
variations in individual sensitivity. It would 
be hazardous to start with a total subcutane- 
ous dose of Isuprel greater than 10° mg. 
The dose may then be increased cautiously. 
Nor-epinephrine has been widely used clini- 
cally under the trade name “Levophed” and 
the usual precautions, including constant 
blood pressure monitoring and the avoidance 
of subcutaneous or intramuscular injection, 
should be observed. Chemical tests of Isuprel 
in the blood and urine will probably not be 
sensitive enough to measure the small con- 
centrations of this amine which can produce 
such profound effects. However, the pos- 
sibility of bioassay with a sensitive prepara- 
tion cannot be ruled out. 

If our hypotheses are correct, Isuprel in 
amounts ranging from 10° to 10° mg. would 
produce marked anxiety in normai persons ; 
another amine, or a combination would pro- 
duce feelings of hostility or aggression in 
normal persons ; and equipotent mixtures of 
the 2 amines would result in some form of 
depression. In psychotic patients with de- 
pressed features, however, the effects of the 
amines singly would be much less, since the 
agents would already be present in the circu- 
lation in abnormal amounts, 


SUMMARY 


The following hypotheses are suggested 
concerning the possible roles of sympathomi- 
metic amines in psychiatric conditions : 

1. Isuprel, or a similar substance, may be 
an important chemical mediator in anxiety. 

2. Another amine, possibly nor-epineph- 
rine, may be an important chemical mediator 
in aggression and hostility. 
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3. When a patient experiences approxi- 
mately equal quantities of hostility and anx- 
iety, equipotent concentrations of Isuprel and 
the other amine may be liberated, producing 
depression, by a mechanism similar to that 
whereby a mixture of 2 amines depresses the 
isolated mammalian auricle, although either 
amine alone has a stimulant action. 

An additional possibility suggested by con- 
tinuing studies in this field is that the depres- 
sion of rate and force observed with the 
mixture of amines is produced by an inter- 
mediate metabolite, formed within 1 or 2 
minutes, 
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CLINICAL NOTES 


DEPRESSION TREATED WITH CHLORPROMAZINE AND 
PROMETHAZINE 


JOSEPH A. BARSA, M.D., ano NATHAN S. KLINE, M.D.1 
Orancesurc, N. Y. 


Reserpine and chlorpromazine have been 
singularly successful in the treatment of 
psychoses, especially schizophrenia. How- 
ever, the symptom of depression has often 
been very resistant to drug therapy. In our 
experience chlorpromazine has been more 
effective in depression than reserpine or 
combined reserpine-chlorpromazine. More- 
over, in a previous paper we reported that 
promethazine hydrochloride seemed to in- 
crease the therapeutic effectiveness of chlor- 
promazine. In this study we analyze the ef- 
fectiveness of chlorpromazine combined with 
promethazine? in the treatment of depres- 
sions. 

Forty female psychotic patients were se- 
lected in whom depression was a prominent 
symptom. Sixteen were diagnosed as schizo- 
phrenic, 7 were cases of manic-depressive 
psychosis, mixed type, 8 involutional psy- 
chosis, melancholia, 7 involutional psychosis, 
mixed type, I psychosis with cerebral arterio- 
sclerosis, and 1 senile psychosis, depressed 
type. Their ages ranged from 23 to 69, and 
the duration of their present hospitalization 
was from I to 14 years. Twenty-four pa- 
tients had previously received electroconvul- 
sive treatments with no lasting benefit. 

The dose of promethazine was 12.5 mg. 
orally twice a day. The dose of chlorproma- 
zine was individualized for each patient. It 
was found that if the chlorpromazine was 
allowed to retard the patient considerably, 
the depression would sometimes become ag- 
gravated. Therefore, the dose of chlorpro- 
mazine was kept as low as possible ; the dos- 
age ranged from 25 mg. to 100 mg. q.i.d. 


1 Rockland State Hospital, Orangeburg, N. Y. 

2 The promethazine hydrochloride was supplied 
by Wyeth Laboratories under the name of Phener- 
gan. The chlorpromazine was supplied by Smith, 
Kiine & French Laboratories under the name of 
Thorazine. 
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The patients were treated from 3 to 12 
months. 

The results of treatment with chlor- 
promazine and promethazine were as fol- 
lows: of the 16 schizophrenic patients in 
whom depression was a prominent symptom, 
5 were markedly improved, that is, were dis- 
charged from the hospital; 4 were mod- 
erately improved; 5 slightly improved; and 
2 were unimproved. Of the 7 manic-depres- 
sive patients 4 were markedly improved; 2 
moderately improved, and 1 slightly im- 
proved. Of the 8 patients suffering from 
involutional psychosis, melancholia, 2 were 
markedly improved ; 3 moderately improved, 
2 slightly improved, and 1 unimproved. Of 
the 7 patients with involutional psychosis, 
mixed type, 3 were markedly improved; 2 
moderately improved, and 2 slightly im- 
proved. The patient diagnosed as psychosis 
with cerebral arteriosclerosis was moderately 
improved, and the patient with senile psy- 
chosis, depressed type was also moderately 
improved. Therefore, of the total of 40 de- 
pressed patients 14 (35%) were markedly 
improved and have been released from the 
hospital; 13 (32.5%) were moderately im- 
proved ; 10 (25%) were slightly improved ; 
and 3 (7.5%) were unimproved. Of the 14 
markedly improved patients, 8 had previously 
received electroconvulsive treatments without 
lasting benefit. 

Although there were both agitated and re- 
tarded depressions in this study, the agitated 
depressions seemed to respond better to 
treatment. All of the markedly improved 
patients were released from the hospital on 
a maintenance dose of chlorpromazine alone, 
25-50 mg. 3 or 4 times a day, the prometha- 
zine having been discontinued before the pa- 
tients left the hospital. The released patients 
were then checked monthly by our outpatient 
department. 

In summary ; of the 40 depressed psychotic 
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patients treated with chlorpromazine and 
promethazine, 35% were markedly improved 
and were released from the hospital. The 


agitated depressions seemed to respond 
better to treatment than the retarded de- 
pressions. 


UNTOWARD REACTIONS TO TRANQUILIZING DRUGS 
DAVID W. WARDELL, M.D.,' 


In the course of treating some 250 men- 
tally retarded patients with tranquilizing 
drugs, we have had several untoward reac- 
tions which we believe are of sufficient im- 
portance to warrant immediate publication. 


A 15-year-old, generally healthy and active male, 
mentally deficient since encephalitis at 15 months of 
age, and functioning at idiot intelligence level, had 
been on reserpine 1.0 mgm. t.i.d. for 3 weeks. He 
was being followed carefully by nursing personnel, 
with daily checks of pulse rate and general condition. 
On the day of his demise, after lunch (which he ate 
with good appetite) he evidently took a nap in the 
play yard, and when checked an hour or so later 
by nursing personnel, was found to be dead. Autopsy 
revealed interstitial pneumonitis as the apparent 
cause of death. 

A 28-year-old, vigorous and active male, mentally 
deficient because of a nonspecific malformation of 
the brain, possibly associated with genetic factors, 
and functioning at the lower moron level of intel- 
ligence, was on reserpine 2.0 mgm. b.i.d. for over 
a year because of an aggressive, impulsive, destruc- 
tive behavior disorder, with gradual significant im- 
provement. On the day of death, while eating lunch, 
he evidently aspirated a bolus of food, and despite 
his own choking and the efforts of nursing per- 
sonnel and a physician who was summoned directly, 
his airway could not be re-established, and he died. 
Autopsy revealed diffuse and extensive pneumonitis 
despite the fact that the patient had been seen by 
the ward physician two hours earlier and had shown 
no evidence of illness. 

A 30-year-old, white female, severely mentally re- 
tarded (idiot level of intelligence) because of non- 
specific malformation of the brain, and previously 
in generally good health although somewhat un- 
steady, had been receiving reserpine 3.0 mgm. b.i.d. 
for 9 days, and a smaller dosage for 6 weeks before. 
At lunch on the day of death, she took either a bite 
of food (soft diet) or drink of fluid, and began to 
choke. Attempts on the part of nursing personnel to 
remove a foreign body or to clear the airway other- 
wise were unsuccessful as was artificial respiration, 
and the patient died. The psychiatric technician 
in charge indicated that pulse was absent when 
checked about a minute after she started choking 
and indicated that the patient did not struggle for 
air as would be expected, even from a severely re- 
tarded patient. Autopsy revealed patches of bron- 


1Chief psychiatrist, Sonoma State Hospital, 
Eldridge, California; clinical instructor in psychi- 
atry, University of California School of Medicine, 
The Langley Porter Clinic. 


chitis surrounded by areas of bronchopneumonia, 
and the cause of death was listed as asphyxia due to 
laryngospasm due to aspiration of water. It should 
be noted that mentally deficient individuals do not 
choke on food any more frequently than do normal 
individuals, nor is such choking any more frequently 
followed by death than in normal individuals unless 
there are other associated defects such as cerebral 
palsy, which was not the case in these 2 patients 
above. 


In addition to these 3 cases in which death 
occurred, 4 others (2 on reserpine in doses 
of 1.0 mgm. daily and 3.0 mgm. b.i.d., and 
2 on chlorpromazine in doses of 200 mgm. 
t.id. and 100 mgm. t.i.d.) were found to 
have extensive bronchopneumonia without 
having shown the usual premonitory signs 
and symptoms. They were hospitalized, 
treated with penicillin and streptomycin, as 
well as oxygen in one case, and recovered. 
All 4 showed less subjective complaint than 
would be expected. On admission to the 
acute hospital with advanced pneumonias, 3 
of the patients were afebrile, and the fourth 
showed a temperature of 101.6° rectally. 
While all had shown some degree of previous 
sedation from the drugs, none was a bed 
patient or was excessively sedated prior to 
the onset of the pneumonia. 

We are certainly unable to attribute the 
above deaths and illnesses, with any degree 
of certainty, directly to the tranquilizing 
agents ; however, these patients did not react 
to their illnesses in the manner we would 
have expected, and the only new factor pres- 
ent of which we are aware in the clinical 
picture was the tranquilizing agent. We raise 
the question of whether these agents may 
produce masking of both subjective com- 
plaints of intercurrent infectious illness and 
the characteristic somatic responses such as 
temperature elevation. Further, the question 
can be raised whether these agents may have 
a specific effect on the respiratory process, 
conducive to the development of pneumonia 
and possibly diminishing the usual defensive 
alarm reaction to blocking of the airway. 
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CASE REPORTS 


ACUTE CHLORPROMAZINE POISONING 
ARTHUR S. SAMUELS, M.D.,1 New Orveans, La. 


This paper reports a case of acute chlor- 
promazine poisoning and compares it with 
other cases in the literature. 


Case History.—At 7:45 p.m. on June 6, 1956, 
an 18-year-old white female ingested between 50 
and 100 chlorpromazine tablets, 100 mg. each, in a 
suicide attempt. When gavaging was performed 25 
minutes later, despite the patient’s violent resist- 
ance, orange particles were aspirated with a large 
amount of water and gastric juice. The patient 
went to sleep two hours after ingestion of the drug. 

Vital signs remained unchanged throughout the 
night, with blood pressure 110/80, pulse g2, and 
respiration 24. The patient did not awaken when 
blood pressure was taken during the third and 
fourth hours,? but she could be aroused easily by 
more vigorous stimuli. Several hours later she 
voided in bed and mumbled incoherently when her 
linens were changed. By the twelfth hour there 
was a complete absence of deep reflexes and plantar 
responses. The patient moved her head away from 
deep pressure in the supra-orbital notch but made 
no other motor or verbal responses. Pupils were 
pinpoint. Blood pressure remained the same, but 
pulse rose to 110 and respiration became shallow 
and increased in rate to 32. Rectal temperature 
was 99.8°. 

At the fifteenth hour the patient had a convulsion 
lasting 20 to 30 seconds, accompanied by a bowel 
movement. Blood pressure rose to 120/70 and pulse 
to 120, returning to the preconvulsion levels within 
15 minutes. Neurological examination 15 minutes 
after the convulsion revealed no change. At the 
sixteenth hour there was a second convulsion last- 
ing 20 seconds, followed by a third 95 minutes 
later. This last convulsion, the only one witnessed 
in its entirety by the attending physician, was ini- 
tiated by a tonic stage with hypertension of the 
extremities, followed by generalized clonic move- 
ments of the extremities, the entire seizure lasting 
30 seconds. Physical examination revealed no 
change except for a transitory rise in blood pres- 
sure and pulse as before. 

Respiration remained shallow at 32 per minute, 
and the pulse rate advanced from 100 to 110 per 
minute from the twelfth to twenty-fourth hours. 
There was a rise in rectal temperature to 1o1°. By 
the twentieth hour the patient responded to pin 


1From the department of psychiatry and neu- 
rology, Tulane University School of Medicine, and 
the Charity Hospital of Louisiana, New Orleans, 


2 Hours refer to the time elapsed since the drug 
was ingested. 
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prick stimuli by mumbling incoherently, but tendon 
reflexes remained absent. At the twenty-second 
hour she responded to shaking by awakening par- 
tially for about a minute, giving her name and 
address in a slurred yoice when questioned. She 
then moaned loudly, said she was unable to talk, 
and lost consciousness again. Difficulty with con- 
jugate gaze and skew deviation of the eyes were 
noted. Physical examination 24 hours following 
ingestion of the drug showed bilateral positive 
Babinski and slight triceps response on the right 
side, with all other reflexes absent. There were 
coarse rales in the right lower lung field. During 
the twenty-sixth hour the patient responded to 
questioning and was well oriented as to time, per- 
son, and place, but it required constant stimulation 
to keep her from going back to sleep. There was 
a fine tremor of the mouth and fingers, and she 
required assistance in opening her eyes. 

From the twenty-fourth to forty-eighth hour the 
patient could be awakened easily by painful stimuli 
and would stay awake for periods which gradually 
increased from 5 to 30 minutes. Temperature, res- 
piration and pulse remained at the elevated level 
reached at the end of the first day until about the 
thirty-sixth hour, when they gradually began to 
decline. The patient was able to take food orally 
for the first time during the forty-fourth hour. Deep 
reflexes were present at that time, but were of quite 
high threshold. They were equal bilaterally. Coarse 
rales remained in the lower lobe of the right lung. 
Speech remained slightly slurred, and the patient 
complained of blurred vision. Blood pressure was 
110/64, temperature 98°, and respiration 24, at the 
end of the second day. 

By the fifty-sixth hour the patient was asympto- 
matic, aside from a slight feeling of sleepiness. 
Speech was unimpaired and vision was no longer 
blurred. The tremors had disappeared. Reflexes 
were normally active and equal bilaterally. 


The course of events detailed above are 
summarized in Table 1. 


Special Studies—An electrocardiogram taken 
during the thirty-sixth hour revealed auricular and 
ventricular rates of 115, PR interval of .12 seconds, 
and QRS interval of .o8 seconds. These findings 
were unchanged when the test was repeated 3 days 
later, except for a decrease in pulse rate to 107 
and an increase of the PR interval to .16 seconds. 

Blood studies, which included CBC, FBS, BUN, 
CL, serum protein, AG ratio, alkaline phosphatase, 
thymol turbidity, and cephalin flocculation, were 
performed on June 8, 11, and 15. The only change 
of possible significance was a rise of alkaline phos- 
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TABLE 1 


SUMMARY OF CASE 
Hours following 


ingestion Signs and symptoms 

25 minutes..Struggles against gavaging 

1} 

 easaces . Voids in bed; semicomatose 

Coma; reflexes absent, increased pulse 
and respiration 

Convulsion 

.Tonie and clonic convulsion 

OP teasecade First response to painful stimuli 

21h Semicomatose 

Reflexes begin to return 

. Awakens to stimuli; blurred vision, 
slurred speech, tremors; reflexes 
sluggish 

Reflexes active; asymptomatic except 


for mild sleepiness 


phatase from §.7 on June 8 to 7.7 on June 11, re- 
turning to 5.6 by June 15. This may represent 
transient liver damage. There was also a mild 
leucocytosis and shift to the left, which had re- 
turned to normal 4 days later. 

An EEG taken a half-hour following the first 
convulsion revealed repeated paroxysms of spike 
and slow waves with a duration of 1-2 seconds on 
a background pattern usually seen during the tran- 
sition from drowsiness to light sleep. This patient 
had no history of previous seizures. However, a 
routine EEG performed a month earlier revealed 
anterior temporal and middle temporal random 
spikes bilaterally. This may have indicated a pre- 
disposition to seizures. 

Treatment.—At the time of gavaging 1 cc. of 
caffeine and sodium benzoate and 5 mg. of benze- 
drine were administered intramuscularly. Another 
5 mg. dose of benzedrine was given 4 hours later. 
No sedatives were used. When the patient became 
comatose the continuous administration of a 5% 
dextrose in water intravenous solution was begun 
by slow drip; an indwelling catheter was inserted 
and the intake and output carefully measured. 
Achromycin, 250 mg. q.i.d., was begun during the 
first day of treatment and continued for 5 days. 


Duration 

Amount of coma 

ingested (hours) 
21-month-old child(5)*. 225 mg. 12 
750 me. 12 
22.4 mg/kg. 5 
1,000 mg. 24 

(+30 mg. 

phenobar- 

bital) 
Over 5,000 24 


mg. 


* Bibliographical reference. 
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TABLE 2 


COMPARISON WITH CASES 
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Other Reports.—A survey of the literature 
produced only 4 reports of similar cases; 
the report of a fifth case was unobtain- 
able(1). The principal findings in these re- 
ports are summarized and compared with 
our case in Table 2. All cases were charac- 
terized by comatose states similar to the one 
described above, with onset as early as one- 
half hour after ingestion of the drug. In all 
cases coma was accompanied by muscular 
hypotonia and markedly diminished or ab- 
sent reflexes. Two cases reported marked 
drops in blood pressure to the level of shock, 
one returning to normal level spontaneously, 
the other with the use of noradrenalin. In 
the first case, which reports chlorpromazine 
poisoning in a child, the patient lapsed in 
and out of a comatose state several times, 
with a phase characterized by twitching of 
hands, feet, and face occurring between two 
depressive stages. In 2 cases besides our 
own, shallow respiration occurred. Two in- 
stances of hypothermia are reported. 


SUMMARY 


The sigus and symptoms of acute poison- 
ing with chlorpromazine are similar to those 
reported for the antihistamines, to which it 
is chemically related. Poisoning is character- 
ized most prominantly by central nervous 
system depression. In some cases there is 
also a phase of central nervous system stimu- 
lation with convulsions. Other prominent 
signs and symptoms may include marked 
hypotension to shock-like levels, tachycardia, 
tachypnea, hypothermia, diminished or ab- 
sent reflexes, hypotonia, pinpoint pupils, 


Hypotension Reflexes Hypothermia Pupils 
40/0 Absent None Pinpoint 
90/55 Absent fF Pinpoint 
Marked Absent None ? 

None Absent Transient ? 
None Absent None Pinpoint 
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stomatitis, blurred vision, and slurred speech. 
No permanent sequelae have been reported. 

Treatment is primarily symptomatic. Be- 
cause of the possibility of convulsions and 
postictal depression, the use of stimulant 
drugs is not recommended(2). Noradrena- 
lin may be effectively used to counteract 
hypotension. Constant vigilance should be 
maintained to guard against respiratory fail- 
ure, with artificial respiration the treatment 
of choice if failure should take place. A 
broad-spectrum antibiotic may be used to 
prevent secondary infection and intravenous 
fluids administered to maintain fluid balance. 
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In 1955 German psychiatry with great em- 
phasis celebrated the fiftieth anniversary of 
the death of B. Heinrich Laehr, who, during 
his 85-year lifetime, contributed considerably 
to the development of institutional methods 
in middle Europe. As early as 1850 Laehr 
had started a private mental institution, 
where, with characteristic definiteness and 
intensity, he began his experiments. Many 
later developments were based on his pro- 
gressive institutional method. While Laehr 
is known mostly for this work, he made an 
equal and perhaps even greater contribution 
which has been almost entirely forgotten. 
In 1895, ten years before his death, Laehr 
published a large volume, Die Literatur der 
Psychiatrie, Neurologie und Psychologie im 
18. Jahrhundert, a 2,000-page, 3-volume 
work covering the period from 1459 to 1799, 
listing 16,000 works by 8,500 authors. Sum- 
marizing all the most important material, this 
bibliography is, up to now, the most im- 
portant contribution extant to the history 
of psychiatry. The reason it has been com- 
pletely overlooked or ignored is a hard ques- 
tion for the historian to answer. Psychiatry 
itself has had a markedly contradictory de- 
velopment ; anyone wishing to comprehend 
it either historically or genetically must cope 
with the different viewpoints of various 
writers. Strangely enough, these are unusu- 
ally contradictory in this field dealing with 
mankind’s mental ills. A just acknowledg- 
ment and evaluation of a man like Laehr 
can be achieved only through objectively 
viewing the early historical writings about 
psychiatry in the way I shall attempt here. 

Until the seventeenth century most medi- 
cal and other scientific authors used to refer 
to ancient authors or mythological and reli- 
gious documents for their proof. These quo- 
tations are a main source for antique and 
early ideas on mental ailments and their cure. 


1 Editor of The Nervous Child, 30 West 58th 
Street, New York 19, N. Y. 
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These documents are not completely valid as 
source material, however, because of much 
misquotation and, still more false interpreta- 
tion. In searching through early medical lit- 
erature one finds no trace of real psychiatric 
historical information before 1800. The earli- 
est even limited historical summaries are 
given by the ingenious Kurt Sprengel in his 
Versuch einer pragmatischen Geschichte der 
Arzeneikunde (Attempt at a Pragmatic His- 
tory of Medicine), published between 1801 
and 1803. Here we find a few pages on 
neurology and the physiological aspects of 
psychiatry. 

The first real history of psychiatry, how- 
ever, is actually almost completely unknown, 
although its author, J. Ch. A. Heinroth, is 
considered not only one of the foremost early 
psychiatrists, but also one of the greatest 
humanists of all times. He ranks with Wil- 
helm von Humbolt in having written basic 
works in almost every field of the humani- 
ties, in addition to his famous 2-volume 
psychiatric work, published in 1818, Lehr- 
buch der Stoerungen des Seelenlebens oder 
der Seelenstoerungen und threr Behandlung 
vom rationalen Standpunkt aus betrachtet 
(Textbook of the Disturbances of the 
Psyche). Actually, this is the first large sur- 
vey of previous psychiatric achievements, A 
chapter on earliest times is followed by the 
“Treatment of Psychic Disturbances accord- 
ing to the Writings of the Great Physicians 
of the Ancient World,” including a detailed 
presentation of the Hippocratic writings. 
The next chapter treats the intermediary 
period between old and new, while the last 
division is devoted to modern times, and re- 
ports the various “national schools,” as the 
author terms them. In his basic viewpoint 
Heinroth was the first symptomatologist in 
psychiatry ; this is, of course, applied to the 
way he reports psychiatric history. He em- 
phasizes that he does not believe psycho- 
pathology can be explained physiologically, 
as through autopsy. Heinroth therefore saw 
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many early authors as mistaken, as a result 
of their searching the liver for causes of 
melancholia, instead of studying the actual 
psychological symptoms of the disease. He 
emphasizes that accordingly, psychiatry up 
to his own time had not developed clear 
somatic pictures or systematizations of the 
various forms of psychopathology. Studying 
psychiatric history was for him a search for 
symptoms. In an incomparably brilliant way 
Heinroth analyzed, for example, the Hippo- 
cratic writings, by dividing his presentation 
into (1) symptoms of the developing mental 
sickness ; (2) symptoms of the sickness proc- 
ess; and (3) symptoms of cure. The further 
contents of his two volumes are based on this 
historical presentation ; he repeatedly refers 
to material from those writers he considers 
his scientific ancestors. 

In 1830, 12 years after Heinroth’s text- 
hook appeared, a book was published which 
is today still acknowledged to be the first 
real history of psychiatry. This book not 
only overshadowed the entire nineteenth cen- 
tury, but was considered so valid in even this 
century that major portions were translated 
by Smith Ely Jelliffe and published in a set 
of papers. The author was J. B. Friedreich ; 
the title of his work: Versuch einer Liter- 
aergeschichte der Pathologie und Therapie 
der psychischen Krankheiten (Attempt at a 
History of the Literature of Pathology and 
Therapy of Psychic Illnesses). If one ex- 
amines this book with Heinroth’s history in 
mind, one makes the astonishing discovery 
that lriedreich’s book is more or less a re- 
vised edition of Heinroth. Not only does 
Friedreich use the same structure and, in 
parts, the same contents, he also quotes Hein- 
roth constantly—but only in order to reject 
and contradict the earlier writer. At a rough 
estimate the later volume is about one-third 
longer, but perhaps this is because of the 
rather small print in Heinroth’s book. Ad- 
ditions in Friedreich's volume are mainly 
detailed résumés of fifteenth, sixteenth, and 
seventeenth century writers, in whose views 
Heinroth was less interested. Heinroth had 
called his a “history from the rational view- 
point,” and, a pupil of Vichte, Hegel and 
Schelling, was strongly under the influence 
of the objective idealism of his time. Ile was 
head of the psychiatric department of his uni- 
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versity but at the same time was a member 
of the philosophical and theological depart- 
ments, and in addition to medicine taught 
anthropology, biology, philosophy and crimi- 
nology. Heinroth was as much a medical 
man as he was a brilliant thinker and writer. 
Friedreich, on the other hand, wanted to be 
a member of the vanguard in natural science. 
Undoubtedly he started out brilliantly—at 
the age of 24 he taught on the medical faculty 
of Wuerzburg—but because he was seem- 
ingly a disagreeable radical and fanatic, after 
not more than 1o years he was demoted and 
given the job of court physician in a small 
Bavarian town. He made a short academic 
comeback at the secondary Bavarian uni- 
versity of Erlangen, but soon retired to de- 
vote himself to psychiatric writing, where 
his role was undisputed. 

Six years after the large historical text 
had appeared (1836), Friedreich published 
another historical study. In this he openly 
targeted Heinroth as the major representa- 
tive of the psychological school of psychiatry 
to which belong leading nineteenth-century 
workers like Carus, Reil and Neuman. 
Friedreich's book, Historische-kritische Dar- 
stellung der Theorien ueber das Wesen und 
den Sitz der psychischen Krankheiten (His- 
torical Critical Presentation of the Theory 
and the Location of the Psychic Diseases), 
is a lengthy and rather ironical presentation 
of psychological psychiatry. He calls Hein- 
roth’s concepts “a psychiatric comedy of the 
devil,” which he “hopes will be the last of 
its kind.” Friedreich tries to establish what 
he calls the “Somatical Theory of Psy- 
chiatry,” which he formulates: ‘All psychic 
diseases are the result of somatic abnormali- 
ties ; only the body can become sick, and not 
the psyche as such.” In other words, Fried- 
reich is the first prominent representative of 
“psychology without a psyche” along medi- 
cal lines, and started the neurophysiological 
psychiatry which led the field for the follow- 
Friedreich had learned and 
accepted from Heinroth the view for differ- 
ential and systematic consideration. He was 
indeed fortunate in standing at the start of 
neurophysiological psychiatry, for if those 
theories which he elaborated later in his own 
Textbook of Pathology had been presented 
some decades later, neurophysiology as it 
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developed during the second half of the cen- 
tury would have considered him more 
“mystical” than anything Heinroth had rep- 
resented. Friedreich was an excellent ab- 
stracter and summarizer who, if he so de- 
sired, was able to present most objectively 
any other writer’s work. When it came, 
however, to presenting theories which he re- 
jected, he deviated considerably from the 
path of objectivity. 

It is hard to say whether it was a result 
of the popularity of the Friedreich book or 
of the antihistorical tendencies of the new 
physiological psychiatry which developed in 
the mid-nineteenth century that no new ex- 
tensive textbook on the history of psychiatry 
appeared for almost 50 years. If we examine 
leading works on the general history of medi- 
cine, like those of Emile Isensee (1845), 
Heinrich Haeser (1875), or August Hirsch 
(1893) or actual textbooks of psychiatry 
like those of Feuchtersleben (1845), Ilem- 
ming (1859) or Schuele (1878), we find 
each depending on Friedreich as their major 
source, 

The first notable history of psychiatry de- 
viating from this pattern comes from a Bel- 
gian with a German name, F. Lentz: His- 
toire des Progress de la Medicine Mentale 
depuis le Commencement du roieme siecle 
jusqu’a nos Jours’” (History of the Progress 
of Mental Medicine since the Start of the 
Nineteenth Century until Our Own Days), 
published in Paris in 1876. This book sums 
up the two tendencies which had in previous 
decades developed along historical lines. Al- 
though any interest in earlier centuries’ psy- 
chopathological views was killed by the new 
neurophysiological tendencies, alienists still 
had to treat their patients (especially, too, 
since institutions were springing up by the 
dozen). These workers had a certain inter- 
est in knowing about earlier attempts at in- 
stitutional and personal treatment, and quite 
a number of books appeared which reported 
earlier treatments and institutional care. The 
most intensive of these studies came in 1851 
from Heinrich Neuman: Ueber die oeffent- 
liche Irrenpflege im 18 & 19 Jahrhundert 
(On the Public Care of the Insane during 
the Eighteenth and Nineteenth Centuries). 
This book was widely used, even though its 
author belonged to the disregarded psycho- 


logic school. The earliest of these studies 
came from a Frenchman, Ch. Laseque: 
Etudes Historiques sur 1.’ Alination Mentale 
(1845). The crowning work was Theod. 
Kirchhoft’s Grundriss ciner Geschichte der 
deutschen Irrenpflege (Outline of a History 
of the Care of the Insane in Germany). It 
must be pointed out that the [English-speak- 
ing world also appeared to take considerable 
interest in this same aspect. Much material 
on alienation was contained in the famous 
memoirs of John Conolly which appeared in 
London in 1869. Some historical studies on 
mental illness also came to the fore during 
the last century in the framework of growing 
historical interest in the antique world, which 
was especially strong in France. Here we 
may note one of the more prominent: Seme- 
laigne’s Etudes Historiques sur L’ Alienation 
Mental dans L’ Antiquite (Historical Studies 
on the Institutional Care of the Insane in 
Ancient Times), published in 1870. Both 
these new interests had given Lentz enough 
material for an entirely new perspective on 
the history of psychiatry. He attempted to 
see these radical changes in a light consid- 
erably more objective than Friedreich’s. 

By 1885 B. Heinrich Laehr had already 
advanced a completely different historical as- 
pect of his field of psychiatry. In that year 
he published a rather strange book entitled, 
Gedenktage der Psychiatrie (Memorable 
Dates in the History of Psychiatry), which 
covered the time from 1655-1883. Here he 
reported, year by year, dates from the lives 
and work of professionals, as well as special 
cases and institutional and legal events. For 
the first time a pragmatic chronology was ad- 
vanced. Laehr must have been already con- 
siderably far into his bibliography of psy- 
chiatry when he published his Gedenktage, 
for both are undertaken in the same spirit. 
The bibliography is also as uneven and in 
many ways as uncritical a work as the Ge- 
denktage. This is especially true for works 
listed for the first 150 years. Writings on 
witchcraft, theology and herbatology are 
mixed in with subject matter which later be- 
came important. In the coverage of the later 
period we find that material which originated 
in the above-mentioned psychological school 
is left out, because these concepts were not 
acceptable to Laechr’s own theoretical point 
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of view. The added abstracts were made, it 
seems, without any specific methodological 
principle ; they are partly tables of contents, 
or emphasize some part of the contents which 
interested Laehr. They have, therefore, 


sometimes only a secondary value. In spite 
of all we may wish to say against Laehr’s 
bibliography, however, it remains the most 
important source book for the period in the 


history of psychiatry which it covers. None 
of those who, after the start of the twentieth 
century, increasingly interested themselves in 
the genetic growth of psychiatric work have, 
so far as we can see, taken much advantage 
of the Laehr bibliography. The clearest evi- 
dence of this was its being forgotten in the 
memorial which the leading German periodi- 
cal Der Nervenarzt devoted to B. H. Laehr 


ON THE HURRY OF THIS TIME 


With slower pen men used to write, 

Of old, when “letters” were “polite” ; 
In Anna’s, or in George’s days, 
They could afford to turn a phrase 


Or trim a straggling theme aright. 

They knew not steam; electric light 

Not yet had dazed their calmer sight; 
They meted out both blame and praise 


With slower pen. 


Too swiftly now the Hours take flight! 
What's read at noon is dead at night; 

Scant space have we for Art’s delays, 

Whose breathless thought so briefly stays, 
We may not work—ah! would we might !— 


With slower pen. 


—Austin Dosson, 
19th Century 
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CORRESPONDENCE 


ADMINISTRATION OF SUCCINYLCHOLINE 


Editor, AMERICAN JOURNAL OF PsyCHIATRY : 


Sir: I read with great interest the article 
by David J. Impastato entitled “The Safer 
Administration of Succinylcholine Without 
Barbiturates—A New Technique” in the 
November 1956 issue of the Journal. 

Dr. Angelo J. Emma and I have been using 
a modification of the above technique in over 
2,000 treatments. I would like to mention 
the modification because I believe it makes 
the EST procedure much safer. 

Atropine 1/75 mg. is given intravenously. 
A 22-gauge needle is used to facilitate the 
rapid injection of anectine which follows 
later. The syringe which contained the atro- 
pine is removed from the needle and another 
syringe containing 5 mg. to 20 mg. succinyl- 
choline is connected to this needle and in- 
jected as rapidly as possible. Ten to 13 
seconds after completion of the injection of 
anectine, a subthreshold electric stimulus to 
produce a petit mal reaction is administered. 

For this stimulation it is important that an 


electroshock machine (AC current) with 
built-in adjustable voltage and automatic tim- 
ing be used. We recommend that the sub- 
threshold stimulus be 100 volts and .1 sec- 
onds. Some electroshock machines (AC cur- 
rent) are adjustable for only low, medium, 
and high; the “low” being equal approxi- 
mately to 125 volts. When such a machine is 
used for subthreshold stimulation, a grand 
mal response may be achieved often before 
anectine has reached its maximum effect of 
muscular relation, thus increasing the pos- 
sibility of skeletal complications. 

Twenty to 25 seconds after the first stimu- 
lation, a second electric stimulus is adminis- 
tered. A grand mal seizure is obtained with 
120 volts and .4 seconds. With this method 
we obtained a very soft grand mal reaction 
which is hardly noticeable, and can be de- 
tected often only by observing the face for 
the rhythmic contractions of the eyelids. 

WILLIAM Kartiner, M.D., 
Scarsdale, N. Y. 


AS TO WAR— 


When Adler was on special war duty in Cracow, a Polish Jew deserted to the Austrian 
side, and became one of his patients. “How long were you in the Polish Army?” Adler 
asked him. “I joined up three days before I gave myself up to the Austrians,” the Jew 
replied. Adler looked surprised. “I was also in the Russian-Japanese war,” the Jew con- 
tinued, “that time I was made prisoner after two days!” “But how did you manage that?” 
Adler demanded. “I should like to see the war I would take part in for more than two 
days,” replied his patient. In repeating this story, Adler said with a smile and a sigh, “If 


only all soldiers had the same good sense!” 


Borrome, 


Life of Alfred Adles 
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PRESIDENT’S PAGE 


The Council of The American l’sychiatric 
Association took an important step forward 
when it authorized the formation of an ad 
hoc committee in liaison with the American 
Academy of General Practice. It was a step 
which is bound to have far-reaching conse- 
quences. The first meeting of this committee, 
under the direction of Dr. Robert A. Mat- 
thews for the A.P.A. and Dr. Andrew S. 
Tomb for the Academy, took place during 
the time of our fall meetings and at once 
there came into sharp focus the urgent need 
for closer cooperation between these two 
parent organizations. 

The fact that the family doctor plays an 
exceedingly important role in the emotional 
problems of the family and the community 
has long been known. Actually, at times 
he has been characterized as the first line of 
defense against mental illness. Sporadic 
efforts of an educational nature have been 
made to bring psychiatrists and practitioners 
together at various times with some notice- 
able success, but the time heretofore has not 
been ripe for the development of a sustained 
program, This time, and under the aegis of 
this present group, one gets the impression 
that the omens and portents are right and a 
workable relationship will be evolved. Our 
representatives are now working with a 
closely knit group which represents the grass 
roots of the practice of medicine. 

The committee considered at length all the 
various problems that one would expect to 
come before them. They discussed the need 
for a team relationship between generalist 
and psychiatrist and generalist and private 
and state institutions. They saw also that as 
a by-product of this working relationship the 
psychiatrist would necessarily come into 
proper focus in the eyes of family doctor and 
public alike. Hope was also expressed in the 
discussion that a closer working relationship 
between these two medical disciplines would 
aid in the development of effective mental 
health programs in their broadest aspects. 


As might be expected, many of the prob- 
lems which the committee discussed have 
been examined before, but there was an air 
of enthusiasm, cooperation and timeliness 
about these deliberations which augurs well 
for the future. They were particularly im- 
pressed with the need for taking steps to in- 
struct medical students and interns in the 
type of psychiatry they will need in general 
practice. They spoke of preceptorships and 
mental health fellowships for generalists and 
noted that the military services had done well 
in the war with their 3-month preparatory 
courses. They rightly noted that these have 
not led to the spawning of a group of quasi- 
psychiatrists, but rather they attracted some 
men into the field. 

The thought of generalists working part 
time in mental health clinics and even in state 
hospitals, under proper direction, intrigued 
the group and they emphasized again the 
need for an exchange of ideas about drugs 
and other agents in the light of the plethora 
of ataraxics which appear regularly. 

There were various other discussions and 
recommendations, but these give an idea of 
the directions in which the committee is mov- 
ing. They have cast about to secure funds for 
future meetings, allotted tasks among them- 
selves, suggested they be made a permanent 
group, and in general reacted in keeping with 
the importance of the project they have un- 
dertaken. 

Among the things which have kept us 
apart from the practitioners, | feel, has been 
the attitude of some of our emissaries of 
carrying the light into dark places. Family 
doctors have resented that attitude and so 
would we. All such condescension, apparent 
or real, will disappear once these two groups 
move further along. It may be that the ap- 
pointment of this group was the beginning of 
one of our most important contributions to 
psychiatry. 

Francis J. BRaceLanp, M.D. 
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The death of Alfred C. Kinsey has cut 
short the career and work of an eminent 
investigator in the field of sex behavior. 
His death is a great loss to scientific ac- 
complishment, and a great personal loss to 
his many friends and admirers. At the same 
time it is heartening to know that, with Paul 
Gebhard as executive director, Wardell 
Pomeroy as director of field research, and 
with the other associates, drawn from the 
field of the social sciences, the research will 
continue along lines already laid out. 

It is especially disappointing that Kinsey 
could not help to complete the three studies 
that are being prepared for publication in 
the next few years. Foremost among these 
are two books on sex and the law. One 
book will review state laws regarding sex 
behavior and sex offenses and problems of 
their enforcement. The Kinsey group re- 
cently suffered a loss in the death of Doug- 
las Short, a San Francisco, California, law- 
yer, who had worked extensively on this 
report. The other study will describe police, 
court, and prison handling of sex offenders, 
and is based on several thousand case his- 
tories of convicted sex offenders. Kinsey 
himself interviewed a great many of these 
offenders in California prisons. 

One other study intended for early publi- 
cation is of especial interest to physicians. 
This study shows that the large proportion 
of illegal abortions are performed on mar- 
ried women as a method of limiting the 
number of children. 

These are but three of some 20 topics of 
sex problems on which material is being 
collected. 

To many psychiatrists Kinsey was a con- 
Some of those who were 
about his first 


troversial figure. 


most enthusiastic volume 


turned against him and strongly criticized 
his later work 
tion of his work, I think that there is gen 
eral agreement that Kinsey was a dedicated 
man who believed that the forbidden subject 
of sex must be brought out into the open 


Regardless of one’s estima 


COMMENT 


THE KINSEY RESEARCHES 


where it can be freely discussed. So strongly 
did Kinsey believe in his work that at times 
he supplemented the finances of his group 
from his own pocket. All money received 
from royalties went into the research funds, 
and neither he nor any member of his group 
personally made a cent of profit from writ- 
ings, lectures, or other activities. Kinsey 
and his group never let popular interest or 
acclaim interfere with the grinding work of 
scientific investigation. 

In the beginning, the Rockefeller Founda- 
tion largely supported Kinsey. A congres- 
sional investigation, carried out in a farcical 
way, issued a one-sided report of the great 
foundations of this country, without giving 
them a chance for reply. Kinsey and his 
work were bitterly criticized. The founda- 
tions must have realized the threat held over 
them by Congress if they gave funds to such 
controversial subjects as [Kinsey's study of 
sex. For the past few years, The National 
Research Council reduced its grant but still 
gave a small one, to assert its general ap 
proval of the Kinsey work, without nec- 
essarily commending all the methods or 
findings. 

The 4 main criticisms of Kinsey’s work 
and the answers I would make are as fol- 
lows: (1) His material represents not a 
random sample of the population but a 
highly selected group; therefore, his results 
do not apply to mankind generally. (2) His 
technique of collecting information prevents 
getting the right answers; particularly 
among the psychoanalytic group do we find 
these criticisms coming forth. (3) Kinsey 
did not even try to get some material about 
sex information that in the minds of some of 
his critics is most important to a real under- 
standing of sex. (4) His statistical mate- 
rial was not done properly. 

(ine may answer these adverse criticisms 
in part by pointing out that: 

Kinsey himself always frankly admitted 
the lack of a random sample of the popula- 


tion. It must be obvious to even the most 
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inexperienced that a random sample from 
the population is impossible to obtain. A 
number of persons will refuse to submit to 
questioning, and immediately a special proc- 
ess of selection begins. 

It is often claimed that all those who gave 
their history to Kinsey were volunteers; by 
inference, that these were abnormal persons 
and were thoroughly unreliable. Actually, 
many informants were not volunteers in the 
ordinary sense of the word. Kinsey often 
arranged to talk to groups in return for an 
agreement that the entire group would sub- 
mit to the questionnaire, Undoubtedly, many 
persons who would not have volunteered 
were included in such a series. Numerous 
workers went to Bloomington, Indiana, to 
observe and study Kinsey’s methods and 
were told that the best way to understand 
the technique was to submit themselves to 
the interview. 

It is easy to attack the accuracy of an- 
swers to questions, There is no way to be 
absolutely certain that any material a sub- 
ject gives you is true. The field of psycho- 
analysis has given us a most interesting ex- 
ample of this sort. For many years Freud 
insisted on the importance of infantile sexual 
traumas and believed his patients’ stories 
about seductions in early childhood. Finally 
he came to realize that many or most of 
them were nothing but fantasies on the part 
of the patients. 

Kinsey used a technique somewhat similar 
to the Minnesota Multiphasic Personality 
Inventory as some check on the reliability of 
his informant. He also, when possible, in- 
terviewed the informant’s spouse as an ad- 
ditional check ; and interviewed some inform- 
ants a second time after a considerable 
interval, to check one report against the 
other. 

Kinsey selected certain material which he 
thought could be quantified by statistical 
analysis. He was recording sex at pri- 
marily a behavioristic level. He deliberately 
left out much relevant material about sex 
behavior and sex feelings because he felt it 
could not be measured statistically. Any 
one, of course, has the right to say what he 
thinks is important in studying sex, but like- 
wise an investigator has the right, in mak- 
ing a study, to limit himself to certain fac- 


tors provided they are openly and clearly 
stated. 

Any detailed discussion of statistics would 
have to be highly technical and beyond the 
scope of the average psychiatrist. Kinsey 
told me, however, that in the new book on 
abortions, a special chapter on the statistical 
handling of the material was written by a 
man acknowledged as a very competent stat- 
istician ; and that Kinsey himself was leav- 
ing the preparation and interpretation of 
these statistics to the statisticians. 

It seems probable that the two greatest 
results of Kinsey’s research will be—first, 
that sex can be studied in the open and talked 
about as it could not be when he started his 
researches. Sex was then a tabooed subject, 
and researches about sex were frowned 
upon. In 1936 there was only one institute 
for the study of sex in the whole world. 
Much of the popular criticism of Kinsey and 
even a considerable amount of that from sci- 
entists, including psychiatrists, seem defi- 
nitely to spring from this old taboo against 
a free, frank discussion of sex. It is the one 
problem and the only subject that cannot be 
discussed freely and openly. Critics often 
rationalize their objections and do not realize 
themselves what unconscious factors cause 
them to be so highly emotional and critical 
of Kinsey. 

Kinsey’s second contribution lies in the 
field of medical jurisprudence. His findings 
show what people actually do in their sex 
life and to what extent their practices may 
include the so-called perversions and other 
illegal acts. The Kinsey legal reviews also 
point up the extreme confusion and contra- 
diction in laws about sex, and the great in- 
justices that can and do result when certain 
sex offenses are made felonies in some states 
and misdemeanors in others, with penalties 
varying from a life sentence to a small fine 
or a short jail sentence. 

These comprehensive findings and _ their 
implications have already affected the han- 
dling of charges against persons accused of 
sex offenses ; the use of medical consultants ; 
the content of court decisions; the use of 
probation ; the interpretation of existing sex 
laws ; and the making of new ones. Recently 
the American Law Institute adopted in its 
draft of the Model Penal Code certain re- 
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ductions in the penalties imposed upon de- 
viate sexual offenses, grading them, for ex- 
ample, according to the degree of compulsion 
or the age disparity between partners. Of- 
ficial bodies in Great Britain have recently 


recommended similar liberalizing changes to 
make sex laws and enforcement conform 
more nearly to the actual practices of the 
average citizen. 


K. M. B, 


Trisute TO Dr. DUNTON 


On the invitation of President Braceland, 
Dr. William Rush Dunton, Jr., senior mem- 
ber of the Editorial Board of the American 
Journal of Psychiatry, was present at the 
luncheon meeting of Council at the Woodner 
Hotel in Washington, October 27, 1956. 

Dr. Dunton was appointed to the Edi- 
torial Board in 1927, but his contributions 
to the editorial activities reach back at least 
two decades before that date. Dr. Edward N. 

srush was at that time editor of the JouRNAL 

and Superintendent of the Sheppard-Pratt 
Hospital, and Dr. Dunton as assistant physi- 
cian on Dr. Brush’s staff also relieved him of 
some of his editorial duties. From time to 
time in the absence of the Chief he would 
also attend to the final chores in seeing an 
issue through the press. 

The Association was smaller in those days 
and its members were, for the most part, at- 
tached to the staffs of mental institutions. 
Therefore it was possible to publish a feature 


called the Half-Yearly Summary which re- 
corded comprehensively staff appointments 
and changes among workers in the psychi- 
atric field. The compiling of this Summary 
twice a year was another of Dr. Dunton’s 
responsibilities. 

It is probably not generally appreciated 
that the senior member of our Editorial 
Board has been giving service to the Jour- 
NAL for a full half-century. It was in recog- 
nition of this circumstance that Dr. Dunton 
was asked to attend the luncheon meeting of 
Council and that the facts in the case might 
become a matter of record. As a part of this 
record a scroll was presented to Dr. Dunton 
expressing the grateful appreciation of the 
Council, and through Council of The Ameri- 
can Psychiatric Association, as well as of 
the other members of the Fditorial Board, 
of the fifty years of devoted service of the 
senior member. 
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NEWS AND NOTES 


INTERNATIONAL SYMPOSIUM ON THE RE- 
TICULAR FORMATION OF THE Bratn.—This 
International Symposium, under the auspices 
of the Henry Ford Hospital, Detroit, Michi- 
gan, is to be held during March 14, 15, and 
16, 1957, at that institution. The program 
committee responsible for organizing the 
Symposium consists of advisory members: 
Horace W, Magoun, Dept. of Anatomy, 
University of California Medical School, Los 
Angeles; J. Douglas French, Veterans Ad- 
ministration, Long Beach, California; Her- 
bert H. Jasper, McGill University, Montreal 
Neurological Institute; Russell N. De Jong, 
Dept. of Neurology, University of Michigan, 
Ann Arbor; Ralph W. Gerard, Mental 
Health Institute, University of Michigan, 
Ann Arbor; Arthur A. Ward, Jr., Univer- 
sity of Washington School of Medicine, 
Seattle ; and co-chairmen Robert S. Knigh- 
ton, Division of Neurosurgery, Henry Ford 
Hospital; Lorne D. Proctor, Division of 
Neurology and Psychiatry, Henry Ford 
Hospital ; Russell T, Costello, Dept of Medi- 
cine (Neurology), Wayne University, De- 
troit ; secretary William C. Noshay, Section 
of Neurology, Henry Ford Hospital. 

The contributors include members from 
the various neuroanatomical and neuro- 
physiological groups that are investigating 
this area of the brain, and geographically 
represent England, France, Italy, Sweden, 
and Australia, as well as the United States 
and Canada. 

Attendance is by invitation. Dr. William 
C. Noshay, Henry Ford Hospital, Detroit 
2, Michigan, would be pleased to hear from 
anyone interested who has not received an 
invitation, as there is a possibility that fur- 
ther accommodations will be available. 


Universiry or KANsAas GRADUATE 
Course.—A_ wide range of problems re- 
lated to diseases of the nervous system will 
be discussed in a two-day postgraduate 
course in neurology to be presented Febru- 
ary 27 and 28, 1957 at the University of 
Kansas Medical Center, Kansas City, Kan- 
sas. Four eminent guest instructors will 
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contribute to the informal symposium-type 
program, They are: Dr. Joe R. Brown, Uni- 
versity of Minnesota Graduate School; Dr. 
Joseph M. Foley, Harvard University ; Dr. 
Franklin R. Miller, The Snyder Clinic, Win- 
field, Kansas; Dr. John A. Segerson, The 
Menninger Foundation. 

Registration fee for the course is $30.00. 
Address all inquiries to the Department of 
Postgraduate Medical Education, University 
of Kansas School of Medicine, Kansas City 
12, Kansas. 


AMERICAN ORTHOPSYCHIATRIC ASsOCIA- 
TION.—The Association will hold its 34th 
annual meeting at the Hotel Sherman, in 
Chicago, on March 7, 8, 9, 1957. 

The Association for the first time organ- 
ized a Combined Book Exhibit at the meeting 
in Chicago in 1955. The Combined Book 
I°xhibit in 1957 will be located in the exhibit 
area on the mezzanine of the Hotel Sherman. 
It will be well staffed throughout the meet- 
ing. 

It is suggested that in preparing lists of 
publications for the Exhibit the fields of pro- 
fessional interest of those attending be kept 
in mind. The major fields are: psychiatry, 
psychology, social work, sociology, anthro- 
pology, education, nursing, pediatrics and 
public health. 

The Association will be meeting jointly 
with the World Federation of Mental Health, 
the American Academy of Child Psychiatry 
and the American Association of Psychi- 
atric Clinics for Children. 


AMERICAN FuNp For Psycuiatry.—Dr. 
Vernon J. Lippard, Dean, Yale University 
School of Medicine, has been elected chair- 
man of the Board of Directors, American 
Fund for Psychiatry. Dr. Lippard replaces 
Dr. George P. Berry, Dean, Harvard Medi- 
cal School, who has accepted a position of 
the executive board. 

The American Fund for Psychiatry, a not- 
for-profit organization that supports young 
psychiatrists in academic careers and makes 
it possible for them to devote full time to re- 
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search and training, has, according to Mr. 
Irving B. Harris, president, allocated during 
the first 2 years of its operation, $60,000 to 
support research and training in psychiatry. 
Goal of the 1956-57 campaign for funds is 
$150,000. 


Turtion FoR HUNGARIAN 
REFUGEE STUDENTS.—Dean Kenneth D. 
Johnson, of the New York School of Social 
Work, Columbia University, has announced 
that two such fellowships have been made 
available at the New York School, which is 
the first graduate school of social work to 
provide funds for Hungarian refugees. Cur- 
rently there are 43 students from 23 countries 
engaged in full-time study at the School. 

The tuition awards for the academic year 
1957-58 will be made to applicants who have, 
or acquire after their arrival in this country, 
the necessary academic preparation. Appli- 
cation for these fellowships should be made 
directly to the school, at 2 East gist Street, 
New York 28, N. Y. 


Deatu or Dr. GoopHart.—On December 
6, 1956, Dr. S. Philip Goodhart died at the 
age of 84, in the Harkness Pavilion, Colum- 
bia-Presbyterian Medical Center. 

In practice since the turn of the century in 
New York, Dr. Goodhart received his medi- 
cal degree from Yale in 1894, and did two 
years postgraduate work in Germany. Dur- 
ing his subsequent career he served as chief 
neuropsychiatrist at Montefiore Hospital in 
the Bronx and as professor of neuropsychi- 
atry at the New York Polyclinic Medical 
School. He also later held an appointment on 
the staff of Columbia University and was ap- 
pointed chief neuropsychiatrist at Morisania 
Hospital, the Bronx. 

Dr. Goodhart was frequently called upon 
to examine prisoners accused of major crimes 
and to give expert testimony on their mental 
status. He was also instrumental in making 
and distributing medical films in the U.S. 
and abroad. He was the author of numerous 
medical articles and co-author of the book 
Multiple Personality. 

Dr. Goodhart was a Fellow of the New 
York Academy of Medicine and of The 
American Psychiatric Association, and a 


diplomate of the American Board of Psychi- 
atry and Neurology. 

AMERICAN ORTHOPSYCHIATRIC ASSOCIA- 
TION.—The thirty-fourth annual meeting of 
this Association will be held at the Hotel 
Sherman, Chicago, March 7-9, 1957. 

The Association is a membership organiza- 
tion of the 3 major disciplines concerned with 
treatment of human behavior: psychiatry, 
psychology, and social work. Its members 
also include educators, anthropologists, soci- 
ologists, and pediatricians. The American 
Academy of Child Psychiatry and the Ameri- 
can Association of Psychiatric Clinics for 
Children will hold their annual meetings 
simultaneously. 

A roundtable on world mental health prob- 
lems, sponsored by the Association and the 
World Federation for Mental Health, is 
scheduled for the evening of March 6, pre- 
liminary to the 3-day meeting. Participants 
will include Dr. Margaret Mead, anthropol- 
ogist and president of the federation, and its 
director, Dr. John R. Rees. 

The Association’s president, Dr. Luther E. 
Woodward, of Brooklyn, will give the presi- 
dential address at the opening session on 
March 7, Other officers are Dr. Theodora M. 
Abel, New York, vice-president ; Jessie Edna 
Crampton, Brooklyn, secretary; and Dr. 
Reginald S. Lourie, Washington, D. C., 
president-elect. 


ASOCIACION PsiquirricA PerUANA.—The 
newly elected members of the executive com- 
mittee for this Association are: president, 
Carlos Alberto Segtin, M.D.; past-presi- 
dent, Federico Sal y Rosas, M.D.; vice- 
president, Francisco Alarco, M. D.; general 
secretary, Rail Jeri, M. D.; treasurer, Niza 
Chiock de Majluf, M. D.; and proceedings’ 
secretary, Oscar Valdivia, M. D. 

All correspondence should be directed to 
the president, Carlos Alberto Seguin, M. D., 
J. Huancavelica 470, Lima, Pert. 


IsraeL Strauss COMMEMORATIVE VOL- 
UME.—The Journal of the Hillside Hospital 
has issued a special Israel Strauss Commem- 
orative volume as their July-October 1956 
number. The late Dr. Israel Strauss was an 
original member of the Committee for Men- 
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tal Health among Jews organized in 1917, 
and founded Hastings Hillside Hospital for 
the treatment and prevention of mental dis- 
ease in 1927. The 375-page commemorative 
issue was prepared by an editorial subcom- 
mittee of the Hillside Hospital Journal and 
contains over 40 articles on psychiatry and 
several tributes to Dr. Strauss, who died in 
1955. 


SPANISH Epirion or THE A.P.A. News- 
LETTER.—The first edition of the Spanish 
A.P.A. Newsletter (Noticiero de la A.P.A.) 
was issued December 15, 1956, and is being 
mailed monthly to 600 psychiatrists in Span- 
ish-speaking countries as well as to 600 key 
public health officers throughout the Spanish- 
speaking world. The English version is 
prepared by Robert L. Robinson of the 
Washington office and translated by the 
W.H.O. editorial staff. Written in Castillian 
Spanish, the first edition contains a greeting 
from President Braceland and a historical 
note on the founding and development of the 
A.P.A. It will be devoted primarily to carry- 
ing notes on psychiatric developments in 
Central and South America. 

CINCINNATI ACADEMY OF MEDICINE 
CENTENNIAL.—The Academy of Medicine 
of Cincinnati (Hamilton County Medical 
Society) will celebrate its Centennial, Febru- 
ary 27 through March 5, 1957. The occasion 
is to be highlighted by a Health Museum and 
Exposition at the Music Hall, where 175 
health and scientific exhibits, representing 
medicine, hospitals, research centers, public 
health, nursing, pharmacy, and industry will 
be displayed. 

Notable among these exhibits and occupy- 
ing some 4,000 square feet of space, will be 
an atomic energy exhibit from the American 
Museum of Atomic energy entitled “Atoms 
for Peace.” On display also will be “Juno,” 
a full-sized, activated manikin, graciously 
loaned for the occasion by the Dominican Re- 
public. Juno is operated electrically, and with 
concurrent recorded narration, will demon- 
strate blood vessels, bones, and organ struc- 
tures of the body. 

Dr. Paul D. White and Dr, Walter Al- 
varez, eminent medical scientists and authors, 
have accepted invitations to be among the 


guest speakers, On the last night of the Ex- 
position, March 5, 1957, the Centennial Con- 
vocation will be held. The Convocation ad- 
dress will be given by Sir Edward Appleton, 
Nobel Laureate, Edinburgh, Scotland; and 
civic leaders, officials of both the American 
and State Medical Associations, and govern- 
ment dignitaries will take part in the elaborate 
ceremonies. 


THe New York ScwHoor or Social. 
Work.—A recent census of the New York 
School of Social Work shows that graduates 
live in 47 states, the District of Columbia, 3 
territories, and 34 foreign countries. Wy- 
oming is the only state not represented. A 
total of 3,409 (80% of the living graduates ) 
replied to a questionnaire on which the re- 
sults are based. 

One of 4 of the graduates in the survey is 
a man. Seventy-two percent are employed 
—g7% in social work. There are 13 deans of 
social work schools—6 of them in foreign 
countries. One-half of those with social work 
jobs are employed in the combined areas of 
medical and mental health, family and public 
assistance. Seven percent are teaching faculty 
or on the administrative staff in schools of 
social work. Less than 1% of all the gradu- 
ates in the survey are unemployed and seek- 
ing work, according to the survey. 


THE NATIONAL FOUNDATION FOR INFAN- 
TILE ParALysis Fe_LLowsHips.—March 1, 
1957, is the deadline for submitting applica- 
tions to the National Foundation for post- 
doctoral fellowships. These applications will 
be considered in May. 

Postdoctoral fellowships are available in 
(1) rehabilitation, (2) psychiatry, (3) ortho- 
pedics, (4) the management of poliomyelitis, 
(5) preventive medicine, and (6) research 
and/or academic medicine. 

In addition to a monthly stipend which 
varies from $3,600 to $6,000 annually, the 
National Foundation arranges for compensa- 
tion to the institution according to the pro- 
gram undertaken. The next deadline for 
applications will be September 1, 1957, for 
consideration in May. For further informa- 
tion write: Division of Professional Educa- 
tion, National Foundation for Infantile Pa- 
ralysis, 120 Broadway, New York 5, N. Y. 
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After March 1, 1957, address the Founda- 
tion at its new street and number, 301 East 
42nd Street. 


KAREN Horney Lecrure.—The Associa- 
tion for the Advancement of Psychoanalysis 
announces the fifth Karen Horney Lecture 
to be given by Dr. Frieda Fromm-Reichmann 
on “Psychotherapy of Schizophrenics.” The 
meeting will be held on Wednesday, March 
27, 1957, at 8:30 p.m., in Hosack Hall at the 
New York Academy of Medicine, 2 East 
103rd Street. A dinner honoring the guest 
speaker will precede the lecture. 


ASSOCIATION FOR RESEARCH IN Nervous 
AND MENTAL Disease.—At the Thirty-Sixth 
Annual Meeting of this association, held in 
New York City, December 7 and 8, 1956, 
the following officers were elected for the 
year 1957: president, Dr. Francis J. Brace- 
land; first vice-president, Dr. Paul Hoch; 
second vice-president, Dr. Carl Pfeiffer ; sec- 
retary-treasurer, Dr. Rollo J. Masselink ; as- 
sistant secretary, Dr. Lawrence C. Kolb. 

The Thirty-Seventh Annual Meeting will 
be held at the Hotel Roosevelt in New York 
City on December 13 and 14, 1957. The topic 
will be “The Effect of Pharmacologic Agents 
on the Nervous System.” 

Point Hosprrat.—The Board of 
Directors of this hospital announces the cre- 


ation of The Gralnick Foundation as a public 
charitable trust under the laws of New York 
State. The funds of the Foundation are to be 
used for the following purposes: (1) to ad- 
vance medical research which is devoted to 
forwarding our knowledge of mental illness 
and its treatment; (2) to aid organizations 
engaged in the mental hygiene movement, in- 
cluding public clinics devoted to the psychi- 
atric care of the community; (3) to assist 
schools devoted to the advanced training of 
psychiatrists, particularly in psychoanalysis ; 
(4) to stimulate medical school and hospital 
programs devoted to the advancement of psy- 
chiatric research, training, and treatment. 
Contributors will be informed periodically 
about the Foundation’s specific programs of 
assistance and research projects. 

The Board of Directors is composed of the 
following members: Bernard D. Fischman, 
Esq., Alexander Gralnick, M. D., Stephen P. 
Jewett, M.D., and William V. Silverberg, 
M. D. 


MetropouitaN State Hosprrat (Nor- 
WALK, CALIFORNIA).—Dedication ceremo- 
nies for the new 504-bed Receiving and 
Treatment Center at this hospital took place 
December 1, 1956, with Governer Goodwin J. 
Knight as the principal speaker. Dr. Robert 
E. Wyers, superintendent and medical direc- 
tor of the Metropolitan, presided at the cere- 
monies. 


“WHILE HUMAN NATURE REMAINS THE SAME” 


Many and grievous were the things which befell cities in those revolutionary struggles 
[between Greek city-states leading to the Peloponnesian War]—things which occur now 
and will always recurr while human nature remains the same, albeit with more or less 
violence and in different forms according to the particular turn of events. For in peace 
and prosperity both cities and private men are better disposed, since they are not under 
the constraint of necessity. But war is a violent schoolmaster: it robs men of their 
day-to-day margin of sufficiency and debases the character of most to the level of 


circumstances. 
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BOOK REVIEWS 


Every Ornuer Beo. By Mike Gorman. (Cleveland 
and New York: The World Publishing Com- 
pany, 1956. $4.00.) 


This book is designed by its author to assist in 
speeding up progress in the development of effective 
proyrams for the treatment and prevention of men- 
tal illness. Facts are presented to indicate the mag- 
nitude and importance of the problem. Reference is 
made to existing inadequacies of mental hospital 
provisions for treatment. Attention is directed to 
the lack of sufficient financial support for research. 
A plea is made for more organic research. There 
is discussed the opening up of “a new frontier” in 
chemotherapy. Shortages of psychiatric personnel 
are cited as impediments to progress. The active 
interest of state governors and its significance are 
dealt with at some length. Research progress 
against the major mental illnesses is discussed, and 
this is followed with a chapter entitled “Where Do 
We go from Here?” 

The following impressions are produced by this 
book: that “Snake Pits” still exist in certain parts 
of the country; that treatment programs are not 
taking advantage, as they should, of existing scien- 
tific knowledge; that psychoanalysis is not making 
a great contribution in the treatment of the major 
psychoses; and that the great hope for the future 
probably lies in coordinated multidisciplinary re- 
search, in the recruitment and training of adequate 
staffs, and in the appropriation of vastly increased 
budgets for research, training and treatment pro- 
grams. 

While the author reiterates our deficiencies in 
dealing with the problem of mental illness, he 
furnishes many grounds of hope for future progress. 
In regard to mental hospital treatment, he refers 
to one state hospital that reduced its patient popu- 
lation in 6 years from 1,800 to 1,400, with a dis- 
charge rate of approximately 80%. This result 
came about through “adequate psychiatric personnel 
intensively applying new research knowledge to the 
treatment of patients.” Some other state hospitals 
are following suit with encouraging results. 

Other grounds of hope for future progress lie in 
an awakened interest on the part of state governors 
in appropriating necessary funds for treatment facili- 
ties, research and training ; together with fascinating 
leads in the realm of research. 

In 1951, forty-five state governors voted unani- 
mously for a 2-year study of “ways in which their 
states might work toward prevention and cure of 
mental illness”—resulting in a report in 1953 en- 
titled “Training and Research in State Mental 
Health Programs.” This report included the con- 
clusion that “research and training are the essential 
bases for reducing admissions to mental hospitals 
and, ultimately, for reducing hospital populations.” 
Following the publication of this report and the 
conduct of state-wide surveys, funds were being set 
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aside by the states for training in 1955 that “may 
be as much as five or six times the amount of any 
previous year.” Ohio, for example, appropriated ten 
million dollars for the first two years for a new 
training plan; and large amounts were appropriated 
for research and training in the south, in the east, 
in the mid-west and in the west. 

In regard to fascinating leads for research, the 
author cites many current research projects includ- 
ing work being done on lysergic acid that may pave 
the way for the discovery of a chemical which origi- 
nates in the human body and which plays an im- 
portant part in the causation of schizophrenia. An- 
other intriguing lead is the securing of some con- 
firmatory evidence to support the theory that there 
are certain pathways to the brain that facilitate 
mental and bodily processes, while other pathways 
suppress activity. Working on this theory and by 
implanting electrodes in deep areas of the brain, it 
has been possible to effect the improvement of a 
number of schizophrenics who had been stuporous 
and mute. 

This is a book wherein the author does not pull 
his punches. He refers to the typical state hospital 
as “incredibly isolated from the main stream of 
American medicine.” He quotes one leader of 
American psychiatry as stating that “not one of the 
modern methods being used in psychiatry has been 
discovered in this country.” He says that psychiatric 
research has been starved with only $10,786,253 ap- 
propriated in 1955 by the country, as a whole, while 
a number of individual industrial companies spent 
much more for industrial research. 

Indeed, this book is a call for action on the part 
of citizens generally, and on the part of govern- 
ments and of scientists. It is to be hoped that the 
book will succeed in its purpose. 

Crarence M. Hincxs, M.D., 
Toronto, Canada. 


Tue Psycuiatrist AND THE DyinG Patient. By 
K. R. Eissler, M. D. (New York: International 
Universities Press, 1955. Price: $5.00.) 


Although most psychoanalysts today have re- 
jected Freud’s theory of a death instinct, Dr. K. R. 
Eissler in his The Psychiatrist and the Dying Pa- 
tient, not only affirms the death instinct but makes 
it an integral part of an approach to the dying, an 
approach which he terms orthothanasia. In his 
own words, this is “the right, true, or proper man- 
ner of dying.” This right, true and proper manner 
takes some 338 pages to expound. 

For Freud, the author of the death instinct, death 
was the central and unalterable fact. For him, life 
seemed to be a fitful flare lighting up a grim, fixed, 
inorganic landscape. At the same time, “Freud 
saw in death one of the basic goals of the organ- 
ism, one which was present with the beginning of 
life” (p. 32). 
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This writer has no doubt that Dr. Eissler has 
helped his dying patients. But this has been for 
reasons which have nothing whatsoever to do with 
a death instinct. For the truth of the matter is 
that there is no such a thing as a death instinct 
or “death instincts.” G. Schorr (quoted by Eissler) 
was of the opinion that the dying person’s basic 
sickness did not exhaust the causes of death. On 
Pp. 39 we read: “Much that passes at autopsies as a 
cause of death has been present previously. .. . It 
is useless and inappropriate to look for any causes 
of death” (Schorr 1931). By implication, we may, 
if we wish, view the pathologist’s gross specimens 
and slides, but we must also look for something 
more potent and sinister. The truth of the matter 
is that this monstrous concept is tinged with super- 
naturalism. For this potent and unseen force is 
conceived as distinct from nature, yet standing in 
a definite relationship to nature, participating in 
and influencing human economy. This is super- 
naturalism and belongs to the same family of con- 
cepts as mana and animal magnetism. More spe- 
cifically this concept is a good example of the 
ancient and ever recurring error of hylozoism—but 
with a perverse twist. If we ask where the “death 
instincts” come from, Freud’s answer would be 
that they had no origin since along with the “life- 
instincts” they are an inherent property of all liv- 
ing cells. Freud dwelt approvingly on the theory 
that the “death instincts” had their origin in the 
catabolic, disintegrative processes in living matter 
(Beyond the Pleasure Principle, p. 63). This kind 
of thinking is curiously suggestive of E. Haeckel’s 
aesthesis, tropesis, and other ingenious but unreal 
mental fabrications which were supposed to be a 
substrate of all matter. On this basis the “death 
instinct” must be rejected as the crudest sort of 
hylozoism. It leads for example, to the absurd 
idea that the function of disease is to give the death 
instinct a temporary discharge: “Possibly man 
would die far earlier than he does if no place were 
provided for disease,” (p. 103). We are also told 
that the high infant mortality rate is because in 
infants the death instinct has not yet fused with 
and been pacified by the libidinal instincts. 

As we shall see, Freud had an emotional need 
of a death instinct. But in order to introduce such 
a concept he had first to do some tampering in the 
area of casuality. Specifically he had to confuse 
the distinction which Aristotle made between “effi- 
cient” and “final” causality. It is like saying that 
the detailed changes observed in a growing tulip 
bulb are caused by “tuliphood.” Similarly, since 
man is mortal and ultimately scheduled for the cor- 
ruption of the grave, Freud made of death not only 
a final cause but also an efficient cause continually 
operating, consciously or unconsciously, in the 
human organism. “Death is an unavoidable, logical 
process which is the last and ultimate consummation 
of life.” 

One may ask for whom this book is intended. 
Certainly not for the denizens of those two main 
psychoanalytic thoroughfares, Park Avenue and 
Hollywood Boulevard. For the dexedrine-sleeping 
pill circuit will have no part of death in any shape 


or form. And the United States proper, contrary 
to Dr. Eissler’s belief, is still overwhelmingly theis- 
tic, and would be highly suspicious of a new priest- 
hood. Dr. Eissler, who is bullish on atheism, speaks 
of the “increasing reduction of true religious senti- 
ments in Occidental man,” and predicts that the 
“frequency of demand for the psychiatrist during 
the terminal pathway will grow,” (p. 119). Possibly 
Dr. Eissler will prove to be right. One may very 
well picture one more (psychological) capsule— 
“terminal pathway capsules,” to be added to the 
stimulants and ataraxic agents of a frenzied future 
generation which no longer has the time nor in- 
clination to read and has completely lost those con- 
solations of philosophy and religion which sustained 
Western culture, both pagan and Christian, until 
quite recent times. 

Having announced, “the religious principle can- 
not be accepted as objectively valid by secular psy- 
chiatry” (p. 55), the author immediately, and one 
fears, quite dogmatically proclaims a new ultimate 
good. This new good is “maximum individualiza- 
tion.” “The full awareness of each step that leads 
closer to death, the unconscious experience of one’s 
own death up to the last second which permits 
awareness and consciousness, would be the crown- 
ing triumph of an individually lived life. It... 
[is] the only way man ought to die if individuality 
were really accepted .. . and if life in all its mani- 
festations were integrated which would of course 
include death and the sorrows of the terminal 
pathway” (p. 57). And here are quoted the famous 
last words of an heroic individualist who refused 
the proffered anodynes exclaiming; “Nobody shall 
deprive me of my death!” (p. 57). 

It is Dr. Eissler’s contention that at the moment 
of death there is a sort of recoil or retrograde effect 
upon the dying man’s entire past. “One can say 
it is self-evident that with the moment of death a 
person’s life record becomes petrified and that by 
recoil this moment (death) sheds an unalterable 
cast upon all previous life moments” (p. 51). To the 
reviewer this is a very creepy sort of whimsy, a 
metaphysical jumblyland which cannot be pene- 
trated. It would seem that at the moment of exodus, 
the dying man becomes a sort of Janus-faced 
monster, with the face which had always faced 
the future, shrouded forever, the opposing face be- 
holding the entire past now preternaturally illumi- 
nated with integrated meaningfulness and _ indi- 
viduation. This is dying “according to the reality 
principle.” 

3ut there are other ingredients in this most odd 
confection of orthothanasia. On p. 141 we read, 
“The dying person is exposed—so one must deduce 
from his [Freud's] theory—to an impending re- 
lease of intensive, self-destructive energies, and to 
bind them by his own libidinal resources being im- 
possible, he may need the accretion or influx of 
libidinal quantities in order to compensate for his 
own deficit .. . the accretion of sublimated libido 
from without apparently eases the patient's strug- 
gle.” Dr. Eissler’s recipe for meeting this energic 
deficit is for the psychiatrist to develop and com- 
municate sorrow and pity. This must be intense 
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and sincere. At the same time the psychiatrist must 
develop and convey a conviction of the indestructi- 
bility of the patients body and soul. “The psychi- 
atrist must not waiver in his conviction that the 
patient is ultimately immortal” (p. 143). This is a 
strange and rather moving portrait of the learned 
clinician seated by the bedside of the dying patient 
concentrating on the immortality of the body and 
soul, immersed in sorrow and pity. Surely not 
even the Hippocratic Oath calls for such heroic, 
professional dedication. Here some will be re- 
minded of an electron jumping to an entirely new 
orbit of thinking. Others will catch a poignant echo 
of the biblical, “Lord, I believe; help Thou mine 
unbelief.” 

Let us read carefully the following from Freud’s 
Beyond the Pleasure Principle. “Our standpoint 
was a dualistic one from the beginning and is so 
today more sharply than before, since we no longer 
call the contrasting tendencies egoistic and sexual 
instincts, but life-instincts and death-instincts.” If 
we substitute “good” for “life-instincts” and “bad” 
for “death-instincts” we perceive at once the ancient 
empires of Light and Darkness. Like many before 
him, Freud, the atheist, mechanist, and determinist, 
perceived the Life and Death instincts everlastingly 
and inextricably interlocked in a ghastly pas de 
deux. Nor should we wonder that Freud was 
deeply stirred and riveted by this archetypal vision. 
For here one is dealing with unconscious Manichae- 
ism. This is a theme which is recurrent and trans- 
cultural, a theme which at times has fascinated the 
seer since the dawn of history. If Freud had had 
a combined Jungian and Daseinsanalysis most likely 
Beyond the Pleasure Principle would never have 
been written. But then Dr. Eissler’s book most 
likely would never have been written. And that 
would have been a great pity. 

One should by all means purchase this stimulat- 
ing book. If not as solid science, at least as a 
species of poetry to be placed on the same shelf 
with Beddoes, Blair, Young, and some of the Eng- 
lish Metaphysicals. As the mood moves him, one 
will want to dip into it for large helpings of ex- 
istential Angst. In the same mood, one will enjoy 
the thanatological side-journeys, the graveyard 
musings, the oddities. 

Hiram K. Jounson, M.D.,, 
Orangeburg, N. Y- 


Law AND THE Practice or Mepicine. By Kenneth 
George Gray, M.D., B.Sc., Q.C. (Toronto: 
The Ryerson Press, 1955. Price: $3.25) 


This is the revised and enlarged edition of a book 
first published in 1947. The 68 pages of the first 
edition have now grown to 133. Five new chapters 
have been added and others have been expanded by 
the inclusion of data not previously available. 

One new chapter deals with the production and 
ir pection of medical and hospital records in cases 
of action before a court. 

Another chapter discusses certain special pro- 
cedures and their legal implications, including tests 
for alcohol ; blood tests for paternity; the use of “lie 


detectors” (it is satisfactory to note that—‘the re- 
sults of the test have not been admitted as evidence 
in a trial”) ; narcoanalysis (it is the author’s opinion 
that information obtained under narcoanalysis, if 
offered in evidence in a court action, would be 
rejected) ; the electroencephalogram (as used, for 
example, as evidence of brain injury) ; and artificial 
insemination (the canny author refers the reader 
to other cited writers for discussion of the curious 
legal questions that may arise). 

Other new chapters take up the questions of 
mental illness in criminal cases, amnesia as a de- 
fense, sexual offenders, and public health adminis- 
tration. 

Insanity as a defense in criminal cases has been 
the subject of much discussion in both the United 
States and Canada, especially in recent years. The 
favorite topic has been an attack on the M’Naghten 
rules as a criticism of irresponsibility. (The 
M’Naghten rules date from 1843, not 1853 as the 
present text, through a typographical slip, mis- 
states.) Critics propose replacing these rules by 
such tests as embodied in the New Hampshire law 
(State v. Pike, 1870), or the more recent decision 
in the District of Columbia case (Durham v. United 
States, 1954). The fly in the ointment in both these 
decisions is the necessity of defining “mental dis- 
ease” and drawing the fine line between mental dis- 
ease and mental health, which can open the door to 
endless controversy. 

The Criminal Code of Canada, which rules in all 
the provinces of the Dominion, “preserves the law 
known as the M’Naghten rules.” 

In the section on amnesia Dr. Gray discusses 
briefly, with illustrative examples, the more com- 
mon causes—alcohol, hysteria, epilepsy, trauma, 
etc., points to the necessity of distinguishing am- 
nesia from malingering, and discreetly avoids laying 
down rules for this distinction beyond the guidance 
of “clinical judgment and experience.” 

An important feature of the chapter on sex of- 
fenders is the section dealing with the “criminal 
sexual psychopath.” The Criminal Code sets forth 
the specific acts under this head, the rule for ob- 
taining evidence of at least two psychiatrists, and, 
on conviction, the mandatory sentence of not less 
than two years in a penitentiary with additional 
preventive detention. Each such case is subject to 
review at least once in every three years. 

Dr. Gray, who is qualified in both the medical 
and legal professions, is lecturer in medical juris- 
prudence and forensic psychiatry at the University 
of Toronto. His book is an excellent epitome of 
medico-legal issues, particularly as they arise in 
Canada. It is a useful reference book for both 
doctors and lawyers. 


CB. 


Kurniscne By Kurt Schneider. 
(Stuttgart: Georg Thieme, 1955. Price : $3.05.) 


This book of Professor Kurt Schneider’s is an 
important contribution to psychiatric literature. It 
is a carefully written text in clinical psychiatry 
with psychological and philosophical background in 
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which the author’s clear thinking comes to full valu- 
ation. The book comprises a number of papers, 
some of which have previously been published. One 
chapter sets forth the author”s conception of men- 
tal illness, and the methods of its study. Another 
section details the various types of psychopathic 
personality. There is a short chapter on mental 
defectives and the psychoses to which they are 
subject. Another deals with abnormal mental states 
associated with somatic illness. 

The author gives minute attention to the indi- 
vidual psychological disturbances, entering into the 
psychiatric diagnoses and analyses at some length: 
disturbances of perception, thinking, feeling, volition 
and emotional states of consciousness and intelli- 
gence. The book closes with a chapter on the psy- 
chopathology of the emotions and instincts. 

It is a pleasure to read this clear and concise text 
in which no superfluous words are used. It is writ- 
ten from a non-psychoanalytic point of view and 
represents the psychopathological framework that 
Professor Schneider has developed over the years. 

Wuttram Mayer, M.D., 
New York City. 


EmorionaL Prosiems or Livinc. By O. Spurgeon 
English and G. H, J. Pearson. (Philadelphia: 
W. W. Norton & Co., 1955. $5.95.) 


In spite of innumerable popularized articles and 
paper backs on psychiatry the desired goal of a 
psychiatrically well-informed lay public remains to be 
reached. The present volume, authoritative, “un- 
popularized” but lucid in the presentation of ma- 
terial, directs its appeal to those working in the 
field of interpersonal relations. Inasmuch as the in- 
telligent layman is aware of his responsibility in his 
own interpersonal relationships—within the family, 
on the job, socially—he, too, will find this book in- 
formative and provocative. 

Although much has been transcribed en masse 
from the earlier edition, there is evidence of fine- 
tooth-combing throughout in the many insertions 
and expansions which bring the material forward 
10 years. All of the material is authoritative and 
pertinent, for the most part derived from clinical 
experience or from first-hand corroboration of dy- 
namic theory. The new edition is some 30% larger 
and, with the revamping, includes a good deal more 
on mental disorders and treatment. Antabuse in 
the program for alcoholics is discussed and a sub- 
section on addictions is introduced. While analysis 
is the forte of the authors, psychotherapy is pre- 
sented fairly as having practical value in both case 
and group work. Mention is made of the role of 
the general hospital psychiatric section—an increas- 
ingly popular arrangement which brings psychiatry 
closer to the main body of medicine and minimizes 
the still present stigma of the mental hospital. 

Curiously, in a well-presented subsection dealing 
with Emotional Disturbances that Accompany Or- 
ganic Illness, there is no mention of the ego's in- 
vestment in the soma and how the deprivation of 
mobility, independence, a function, or a part, dictates 
a new integration—or fragmentation! Too, it should 


be noted that no mention is made of the ever-grow- 
ing group of ataractic drugs which are bringing 
about such decided changes in patients and statistics. 

There is an entirely new inclusion on mental 
health and community facilities. In the realm of 
counseling, the teacher, the religious leader, and 
the supervisor, are shown to possess tremendous 
potential for fostering and maintaining mental 
health, and preventing mental illness. The ancillary 
roles of the clinical psychologist and the psychiatric 
social worker are defined. The final pages are de- 
voted to Self-development wherein the reader is 
reminded of his ability to help himself. There are 
some practical suggestions here which might well 
be read prior to starting the book. 

In toto, this book is a well-written presentation of 
the development of emotional and behavior patterns, 
normal and abnormal. Practical suggestions are 
abundant and illustrate the handling of situations 
and reactions which are part of our everyday ex- 
perience, It should well serve the needs of the audi 
ence to whom it is directed, and it will provide the 
layman with a meaningful orientation to the more 
commonly seen emotional problems. 

A. L. Pererson, M.D., 
Pennsylvania Hospital. 


TraTapo pe Las Pasiones. By Enrique Mouchet. 
(Buenos Aires: Editorial Nova, 1953.) 


The lengthy bibliography of the author is very 
rich and varied and extends from 1909 to 1953, 
touching on all the major problems of theoretical 
and applied psychiatry. 

The author promises in his introduction to un- 
ravel the hidden mysteries of passion in all its 
grandeur and brutality, animating love and hate, 
self-sacrifice and vengeance. 

In his treatment of this problem, the author re- 
veals his vast erudition in the appropriate literature 
in many languages, well chosen and well interpreted. 

He discusses the primary principles of “vital” 
psychology, and the mechanism of emotion, quoting 
the intellectualists’ theories of Herbart and Nahlow- 
sky, the founder of the physiological theory—Des- 
cartes, his later representatives: Lange, James, 
Sergi and Dumas and their opponents, headed by 
Sherrington. Leibnitz believed that the disagree- 
ments among people stem from their failure to agree 
on the meaning of words. The author emphatically 
denies it: human disharmonies are rooted in their 
temperamental and instinctual differences, in the 
quality of their individual passionate approach. With 
out passion everything would die in the obscurity 
of routine and monotony. Kant distinguished be 
tween emotion and passion, comparing the former to 
water that rises in the dike, and the latter to a tor- 
rent that excavates progressively the river bed. Kant 
saw an antagonism between these two, but the 
author finds all the states of the soul synergistic. In 
fact instinct and reason are really one entity. The 
instinct is the nucleus of the “psychic cell” and when 
it disappears, the rational activities and most compli 
cated voluntary performances disappear with it. 
Without passion nothing of importance in the life 
of the individual or society would occur. 
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In the chapter on the “Crime of Passion” the legal 
implications and defenses are amply presented. Love 
is viewed from its manifold aspects: cultural, 
sexual, neurotic. 

It is an unusual book, well written and thought 
provoking. It is a worthy contribution not only to 
psychiatry but also to philosophy, semantics and 
general literature. 

Hirscn L. Gorpon, M.D., 
New York City. 


Sex Craracter. By Otto Weininger. (New 
York: G. P. Putnam’s Sons, 1955. $5.00.) 


Weininger’s Geschlecht und Charakter was first 
published in 1903. It passed through many German 
editions (within 5 years it had reached its tenth 
edition). It was translated into English in 1906. 
The present reissue is a translation from the fifth 
German edition. 

Otto Weininger was 23 years old when his book 
appeared on the streets of Vienna. A few months 
later he was dead from a self-inflicted gun-shot 
wound. That same year August Strindberg had 
written to Weininger: “To be able, at last, to see 
the solution of the problem of women is a great 
relief to me Therefore please accept my reverence 
and my thanks.” For at least a year before his death 
Weininger had suffered from severe, somewhat in- 
termittent depression with recurring insistent sui- 
cidal ideas. 

As is well remembered Geschlecht und Charakter 
was a mild, but not the overwhelming sensation the 
author expected. It was hotly discussed and violently 
attacked (especially by Mobius), rarely admired, 
at least so far as published reviews are concerned. 
It proclaims a low estimate of woman and produces 
arguments to support his antisemitism. The book 
may be regarded as a literary curiosity, more inter- 
esting for what it reveals of the author’s mind than 
as a positive contribution to psychology. 

Those who would be content with an abstract of 
this 350-page English translation will find it in a 
20-page chapter in Abrahamsen’s biography of 
Weininger, The Mind and Death of a Genius 
(Columbia University Press, New York, 1946). 
But a psychologic or psychiatric library will hardly 
be complete without the full text of Weininger’s 
masterpiece, the product of a brilliant, if errant 
mind. 

On his gravestone Otto Weininger’s father caused 
this inscription to be placed: 

“This stone marks the resting place of a young 
man whose spirit found no peace in this world. 
When he had delivered the message of his soul, he 
could no longer remain among the living. He be- 
took himself to the place of death of one of the 
greatest of all men [Beethoven], the Schwarzspanier- 
haus in Vienna, and there destroyed his mortal 


body.” 
C. B. F. 


Tie Yearsook or Movern Nursine, 1956. Edited 
by M. Cordelia Cowan. (New York: G. P. Put- 
nam’s Sons, 1956.) 

Since it is manifestly impossible for anyone to 
keep up with the mountain of literature being pub- 


lished today, various groups have turned to the 
yearbook as a device for bringing together a se- 
lected sampling of what is being published, so that 
the interested reader can get a brief but comprehen- 
sive view of the field, and can pursue further those 
items which interest him the most. This is the first 
nursing yearbook and certainly compares favorably 
with those in other fields. 

The book is organized into 22 principal sections 
some with numerous subsections and _ typically 
follows the pattern of a summary review of current 
progress in the given field, followed by brief digests 
of pertinent articles and a bibliography of significant 
books. Since it is the first of what is proposed to 
be an annual yearbook, the articles are not restricted 
to those published in 1955 but go back in some in- 
stances to important things published in previous 
years. A total of 169 contributors are represented. 
These include nurses from all aspects of the pro- 
fession, teachers, anthropologists, sociologists, physi- 
cians from various specialties, statisticians, econo- 
mists, and others. 

There has been a general impression that profes- 
sional nurses are not interested in psychiatric hospi- 
tal nursing. This has some modicum of truth. 
Nurses, as well as physicians, psychologists, occu- 
pational therapists, social workers, etc., are in short 
supply and are able to be somewhat choosey as to 
working conditions, salary, and opportunity for pro- 
fessional advancement. Nevertheless this yearbook 
indicates clearly, if there was any doubt before, 
that nurses are tremendously interested in psychia- 
try and its related fields. Under the 22 main head- 
ings are 8 items relating specifically to the field. 
They include such things as Psychiatric Nursing 
by Hildegarde Peplau, Mental Health Nursing by 
Cynthia Warren, Human Relations by Florence M. 
Harvey and Eleanor Lewis, Behavioral Dynamics 
by Theresa G, Muller, Human Relations by Norma 
G. Johnson, and Education in Psychiatric Nursing 
by Theresa I. Lynch. Besides these there are 
numerous references in more general articles which 
show an intense awareness of the importance of 
behavioral factors in the art and science of nursing. 

The book has a foreword by Miss Mary M. 
Roberts, Editor Emeritus of the American Journal 
of Nursing, and the first article is a fascinating and 
touching essay on the art of nursing written by Mrs. 
Lucille Petry Leone, which was read at a dedication 
ceremony in Minneapolis. It describes the modern 
concept of the patient as a person in a most excel- 
lent manner. 

If there is any fault in this book it is its size and 
rather encyclopedic nature. Perhaps the future 
issues will be less formidable in this respect. How- 
ever, it thoroughly deserves the attention of all 
persons in psychiatry who are concerned in any way 
with nursing. 

Granvitte L. Jones, M.D., 
Chairman, Committee on 
Psychiatric Nursing, 
The American Psychiatric 
Association. 
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CHLORPROMAZINE AND Menta Heattn. Smith, 
Kline & French Symposium. (Philadelphia: 
Lea & Febiger, 1955. $3.00.) 


Chlorpromazine and Mental Health reports 
verbatim the proceedings of a conference organized 
to evaluate 3 years of diversified experience with 
chlorpromazine in psychiatry. At this conference, 
held in Philadelphia on June 6, 1955, 117 psychi- 
atrists from the United States, Canada, and France 
gathered to report and compare their findings with 
this drug. Specifically discussed are (1) how chlor- 
promazine affects chronic and acute psychoses, 
(2) how chlorpromazine affects psychoneuroses, 
(3) the measures which keep the discharged patient 
from returning to an institution, and (4) the im- 
mediate and long-range effects of chlorpromazine 
on the mental hospital. 

In general there was agreement that chlorproma- 
zine definitely led to improvement in a large per- 
centage of both psychotic and neurotic patients ; that 
in the opinion of some of the investigators it was as 
effective as electroshock and insulin shock and 
“makes psychotherapy far more effective.” In addi- 
tion to improvement in individual patients, most in- 
vestigators reported valuable changes in ward condi- 
tions brought about by chlorpromazine. As Dr. 
Charles D. Yohe said, “We have gotten all of our 
patients out of seclusion cells and wearing clothing 
and our attendants are no longer complaining of torn 
shirts and bruises inflicted by combative patients.” 
And, as Dr. C. G. Stillinger said, “Restraints are 
pretty much a thing of the past with us, and are 
gathering dust in the hospital’s supply closets.” 

No general agreements were reached, however, 
in discussions of dosage: anywhere from 25 up to 
4,800 mg. per day was reported as the effective dose. 
However, most investigators felt that this variation 
was primarily due to individual variation in response. 

In the matter of maintenance therapy, wide dif- 
ferences of opinion existed, and the question arose, 
“Should you or should you not discontinue the drug 
after the patient improves ?”’ Some speakers felt that 
if chlorpromazine is withdrawn after only short 
treatment, relapse of the patient is almost inevitable ; 
but if the patient has been treated for a year or two, 
the chances for continued remission are better. Dr. 
N. William Winkelman, Jr., put this opinion as 
follows: “When the drug is administered to a pa- 
tient, radical psychodynamic changes take place 
over a long period of time. . . . If chlorpromazine 
is given over a long, long period of time in adequate 
dosage, the personality can undergo psychologic 
changes merely on the basis of successful living.” 

Side-effects, it was generally agreed, reflect more 
an individual intolerance to chlorpromazine rather 
than a universal toxicity. Of interest were many 
reported cases of subclinical jaundice, without liver 
damage. This oftentimes cleared up despite the con- 
tinuance of chlorpromazine. Skin reactions and rare 
agranulocytosis were also mentioned. 

The discussion raised but did not answer ques- 
tions concerning the connection between body 
chemistry and mental illness. For instance, chlor- 
promazine in the experience of some investigators 
seems to depress endocrine function; how, then, are 


hormones related to mental illness? Parkinsonism 
develops in some of the patients showing the most 
improvement; what, possibly, is the relationship 
between basal ganglion symptoms and chlorproma- 
zine and mental health? 

There were “scientific speculations” about the 
future treatment of mental illness with chlorproma 
zine and yet-to-come drugs. There were a few 
skeptics who denied the drug had any value in treat- 
ing mental illness and one sanguine optimist en- 
visioned the abolishment of institutions, a complete 
change in the attitude of society toward mental 
illness, and a revolution in psychiatric treatment. 

The book, being largely a record of oral discus- 
sion, is easy reading. Sometimes, as discussions 
often go, certain questions are asked but never 
answered—frustrating the conscientious reader. 
Too, the line of thought sometimes wanders, much 
as a child in a toy store exploring new sources of 
stimulation. 

Although the papers presented offer very little 
that is new either experimentally or theoretically 
they do conveniently summarize within one volume 
the present state of our knowledge (and ignorance). 

NatHan S. Kune, M. D., 
Rockland State Hospital. 


Present Day Psycuorocy. Edited by A. A. Roback. 
(New York: Philosophical Library Inc., 1955. 
$12.00.) 


Forty original contributions comprise this massive 
volume purporting to provide the reader with an 
over-view of the various fields or branches of psy- 
chology plus several areas referred to as “psycho- 
logical borderlands and humanities.” 

This work represents the collaboration of “forty 
experts in the various fields” and is divided into five 
parts. Each chapter is prefaced by an editor’s note 
about the author and a general statement about the 
topic. Footnotes and selected references are ap 
pended to most chapters. 

Part I covers such “topical departments” as neu- 
rology, sensory processes, perception, cognition, at- 
tention, memory, emotion, personality and character. 

Part II treats present day aspects of various 
“branches” of psychology. Included are child psy- 
chology, adolescence, educational psychology, com- 
parative psychology, abnormal, social, applied and 
military psychology. In this part there is also a 
chapter on experimental parapsychology, con- 
temporary histories and psychometry 

Part III is devoted to dynamics and clinical psy 
chology covering psychodiagnostics, projective 
techniques, psychoanalysis, psychosomatics, clini- 
cal psychology, psychotherapy, psychodrama, ab- 
normal child psychology, individual psychology, 
interpersonalism and someikonics, speech and 
hypnotherapy. 

Part IV deals with methods and Part V with 
“Psychological Borderlands and Humanistics” 
(Glossodynamics and psycholinguistics ). 

The scope of this volume is wide but in many 
places it lacks depth. Some of the contributors 
have hoed the same row many times previously and 
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have failed to consider recent research findings in 
their survey of the topic. Others, however, present 
a comprehensive review of present-day research and 
thinking on their subjects. Repetition has been kept 
to a minimum and continuity has been assured by an 
excellent editing job. 

The need for such a volurne is dubious since the 
Annual Review of Psychology, albeit more limited in 
scope, serves to keep its readers up to date on recent 
developments. The volume can serve a useful purpose 
for the graduate student who is preparing for his 
“prelims,” but it is of doubtful value to the clinician 
or experimentalist because of its lack of depth. The 
purpose of the book has been only partially fulfilled 
in its promise to provide the reader with an over- 
view of the present-day status of thinking in the 
many branches of psychology. 

James J. Dixon, Pu. D., 
Philadelphia, Pa. 


A New Approacn to Scuizopnrenta. By Julius J. 
Steinfeld, M.D. (New York: Merlin Press, 
Inc., 1956. $4.95.) 

The biologic aspects of psychiatry are being 
studied today as never before. At one extreme are 
those who think of “functional” psychoses (such as 
schizophrenia) in terms of physical or somatic dis- 
eases. At the other extreme are those who believe 
that the schizophrenic is a perfect organ simply 
being played out of tune by a poor musician. And 
in the middle are those who seek for an organic 
substratum and a psychological superstructure. The 
late Dr. Steinfeld belongs in this group. He believes 
that schizophrenia is due to an alimentary syndrome 
which began in the first week of life. This unsatis- 
fied hunger caused a trauma, partly physical, partly 
emotional. The person then devotes his life to seek- 
ing oral satisfactions, and schizophrenia is a quest 
for such satisfactions. If the parents tried to replace 
oral fulfillment by such diversions as rocking or 
cooing, the baby feels cheated, develops suspicion 
and then becomes “paranoid.” If hunger develops to 
the point where there is fear of depleting physical 
reserve, the person learns to remain almost motion- 
less to protect those reserves. This is catatonia. In 
this light, the Oedipus complex has a_ biologic 
foundation. 

The key, as Dr. Steinfeld sees it, is acidosis, In 
children the symptoms of acidosis include shyness, 
fatigue, unwillingness to eat—or perverted appetite 
—restlessness and poor sucking, The similarity to 
schizophrenia is apparent, and the role of insulin 
both in acidosis control and schizophrenia control 
is suggestive. So, too, the mother factor in the de- 
lusions of the schizophrenic. So, too, good results 
have been reported by therapists (whether psychi- 
atrists, nurses, attendants or totally untrained 
people) who have an urge to help, to feed, to care 
for, to nourish and to support. 

Dr. Steinfeld has administered inhalations of 
acetone to produce a controllable acidosis and says 
that “many patients so treated have shown dramatic 
changes.” He urges that babies be given full oral 
gratifications as the best preventive of schizophrenia. 
In many societies with low schizophrenia rates, there 
is high “oral indulgence.” In American middle-class 
society, with its high schizophrenia rate there is, he 


fears, too short a period of nursing, too much re- 
luctance to nurse via the breast, too much rigidity in 
feeding schedules, and, in general, a “low oral in- 
dulgence.” Where in more primitive parts of the 
world, the female breast is a nutritional and ma- 
ternal symbol, in western cultures it has become a 
sexual symbol. 

Dr. Steinfeld’s untimely death in the summer of 
1956 has deprived our profession of a provocative 
thinker. While many of us will believe that this 
alimentary theory of schizophrenia is oversimplified, 
we are in debt to Dr. Steinfeld for his calling at- 
tention to this challenging possibility. About half 
the book is made up of case reports. While there is 
no index, the author did provide a working lexicon 
of technical terms used in the book, so that the 
sophisticated non-psychiatrist should be able to fol- 
low this intriguing thesis. 

Henry A. Davinson, M.D., 
Cedar Grove, New Jersey. 


EvALUATION IN Mentat Heactu: A Review or THE 
PropLem or EvaLuatinc MentaL Heattn Ac- 
tivities. A Report of the Subcommittee on Eval- 
uation of Mental Health Activities, Community 
Services Committee, National Advisory Mental 
Health Council. (Publication No. 413, U. S. 
Dept. of Health, Education, and Welfare, Public 
Health Service, National Institute of Mental 
Health, 1955.) 

The Subcommittee is composed of top men in the 
fields of psychiatry, education, and applied social 
sciences in community health and welfare settings, 
assisted by a liaison staff member, Community 
Services Branch, National Institute of Mental 
Health. The foreword is by Dr. R. H. Felix, Di- 
rector, National Institute of Mental Health. 

This book represents a milestone in evaluating 
the literature in these various fields that, in the 
minds of this Subcommittee and consultants, seems 
to have special significance in the etiology, diagnosis, 
treatment and prognosis in the broad field of mental 
illness and the factors influencing individual and 
community mental health, The book covers a wide 
range of topics. There are 984 references with 
abstracts varying in length from a sentence stating, 
for instance, “Unpublished Research in Progress” 
to half a page. This in itself would be an excellent 
contribution in the theoretical and methodological 
considerations in mental health activity areas listed 
as follows: Community Organizations, Administra- 
tion, Professional Personnel, Education and Infor- 
mation, Preventive Effects of Programs, Factors 
Influencing Individual Mental Health, and Diag- 
nostic, Prognostic and Treatment Procedures. 

In addition to these abstracts there are some 60 
pages of important comment on each of these areas 
listed in the beginning of the book. 

It is a valuable reference book grouping as it does 
pertinent references under these headings. The 984 
references represent the cream of thoughtful articles 
in this general field over the last several years. 

The members of this Subcommittee on Community 
Services deserve a vote of thanks for a job well 
done. Such evaluations help greatly to keep our feet 
on the ground. 

S. 
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incorporates the first major new principle 
in AC current design among other advantages 
and supersedes glissando technique 


REITER MOL-AC Il 
REDUCES FRACTURE HAZARDS 


With the MOL-AC II, thrust is greatly 
reduced during the initial application of 
current, which is ingeniously softened to 
significantly reduce danger of fractures. 
There are no complicated dial settings, 
no manual timing devices, no warm-up 
delays. Merely connect to ordinary AC 
house current, switch to treatment, and 
the instrument is ready for immediate 
use. Automatically re-sets itself — as 
many treatments as desired may be 
given repeatedly. The MOL-AC II is one 
of the safest instruments obtainable, 
being completely isolated electrically. 
Uniformly excellent clinical results have 
been obtained. 

The MOL-AC II, in a handsome wal- 
nut case with a Bakelite control panel 
(as illustrated) is priced at $90.00; in 
steel case $85.00. The MOL-AC I in a 
walnut case is $60.00; in steel case 
$55.00. Physician’s bag and attachments 
with either model $10.00 additional. 

Dalter’s Photic-Stimulator, complete 
with stand, is priced at $125.00. 


AN, OFFICIALLY APPROVE } INSTRUMENT 
WHICH HAS ALSO WON POPULAR /AAPPROVAL. 


REUBEN REITER, Sc.D. 
38 WEST 48I\ STREET, NEW YORK 36, N. Y. 
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ATARAX 


(brand of hydroxyzine) 


brings peace of mind 
WITHOUT DISTURBING MENTAL ALERTNESS 


QUICKLY~—action starts within 15 minutes. 


SAFELY —no significant side effects 
reported. 


INDICATIONS: For the “more normal” patient, in 
conditions where emotional stress is a factor, 
such as: tension - anxiety - neuroses - senile 
anxiety insomnia climacteric peptic ulcer 
functional G.I. spasm - hypertension - cardiac 
disease - anxiety, restlessness, night terror 
and hyperactivity in children. 


DOSAGE: Adults, usually one 25 mg. tablet, or 
two teaspoonfuls Syrup, three times daily. 
Children (over 3 years), usually one 10 mg. tab- 
let, or one tsp. Syrup, once or twice daily. 
Since response varies from patient to patient, 
dosage should be adjusted accordingly. 
SUPPLIED: Tablets: Tiny 10 mg. (orange) and 
25 mg. (green), bottles of 100. Syrup: 10 mg. 
per teaspoonful, pint bottles. 


BIBLIOGRAPHY: 1. Farah, Luis: Preliminary study on the use of hydroxyzine in ps osomatic affections. Intl. Rec. « 
Med. and G.P. Clin. 379: 389 (June) 1956. 2. Robinsor etal ydroxyzine T 
dermatological therapy 1.A.M.A. 461:604 (June 
senile anxiety state 195¢ 
Hospital of Charlier: Dec. 19, 1955. 5. Heuy esul 
in child psychiatry. Children’s Neuropayct at ser Salpetriere, Paris Jayart, J tom yey 
zine of nervous conditions during childho a Presented at the International Congress of Pediatrics, C enornaaen 

CHICAGO 11, Denmark, July 22-27, 1956. 

ILLINOIS 
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OCCUPATION and RECREATION CENTER. 


INSTITUT ALBERT PREVOST 


A non profit voluntary Institution for diagnosis and treatment of psy- 
chiatric patients located in suburban Montreal, Canada. 


Homelike atmosphere. Picturesque setting, large grounds. Accom- 
modation for 150 patients. 

Psychotherapy of psychoanalytical orientation. All forms of accepted 
physical therapy when indicated. 

Complete laboratory facilities including X-Ray and Electroencepha- 
lography. 


O 


All information sent on request. 


Information office —6555 Gouin Blvd. West, Montreal 
Phone RI 4-6481 
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ENTHUSIASTIC PRAISE HAILS THIS BOOK 
Nineteen Ranking Scholars Explore...... 


Contributors 
include: 


Gordon W. Allport 
Andras Angyal 
Erich Fromm 

Kurt Goldstein 
Karen Horney 
Carl G. Jung 
Prescott Lecky 
Dorothy Lee 

A. H. Maslow 

Ross L. Mooney 


A genuinely fresh and positive approach to human per- 


sonality and the ways of discovering the true self. 
EXPLORATIONS IN 


THE SELF: PERSONAL GROWTH 


Edited by Clark E. Moustakas 


“This book will be welcomed by all those who are dis- 
satisfied with deterministic, limiting psychologies, which 
largely represent generalizations from human beings in 
distress or lower orgaiisms. The reader will find a sam- 
pling of the voices which speak today for a psychology 
of the healthy personality, which is seen as being creative, 


forward looking and contributive.’—H. L. ANSBACHER 
i1 The Humanist. 


Sarvepalli Radhakrishnan 
Otto Rank 
Marie I. Rasey 


“Indicates that psychology may be expected to forsake 
Carl R. Rogers 


its preoccupations and get down to the business of help- 
Jean-Paul Sartre ing us to understand what it means to be human.”— 


David Smillie HARVEY W. CULP in Main Currents in Modern 
Rabindranath Tagore Thought. 


Frances Wilson 
At all bookstores e $4.50. 


HARPER & BROTHERS, N.Y. 16 


A new appraisal of the work of Freud, Jung, Eysenck, Allport, 
Horney, and other major authorities on... 


THEORIES OF PERSONALITY 


By Calvin §. Hall, Western Reserve University, and Gardner Lindzey, Syracuse Uni 
versity, This book gives a clear account of twelve major theories of personality, In addi 
tion to presenting the theories, it gives a useful survey of some of the empirical work 
which has been stimulated by the theory. This factual material he Ips to vitalize the purely 
theoretical discussion 


The work opens with an introductory chapter on the nature of personality. The 
twelve theories follow. Each of them is treated from the viewpoint of: orientation, struc 
ture of personality, characteristic research methods, and current status and evaluation. At 
the end of each chapter a brief list of primary references 1s given which represents the 
most important of the original sources concerning the theory. A concluding chapter pro 
vides a comparison among the theories 


These theorists have read and criticized the sections devoted to their work: Gor 
don W. Allport, Raymond B. Cattell, H. J. Eysenck, Kurt Goldstein, Carl Jung, Neil W 
Miller, Gardner Murphy, Henry A. Murray, Carl Rogers, Robert R. Sears, and William 
Sheldon 
1957. 572 Pages. $6.50. 


Send Jor an examination copy. 


JOHN WILEY & SONS, Inc. 440-4th Ave., New York 16, N.Y. 
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apart 


from 


Society... 


or a part of it? 


TRIDIONE” Abbott) 
First successful synthetic anticonvul- 
sant now an agent of choice for 
symptomatic control of petit mal, myo- 
clonic and akinetic seizures 


PARADIONE! Abbot 


Homologue to Tridione. An alternative 
preparation often effective in cases re 
fractory to Tridione therapy. Especially 
for the treatment of the petit ma/ triad 


PHENURONE! 
A potent anticonvulsant to be used with 
discretion for psychomotor epilepsy, 
grand mal, petit mal, and mixed sei 
zures. Often successful where all other 
therapy fails 


GEMONIL 

The newest of Abbott's anticonvulsant 
drugs. For grand mal, petit mal, myo 
clonic and mixed seizures. Effective 
against seizures symptomatic of or- 
ganic brain damage 


ABBOTT LABORATORIES 
NORTH CHICAGO, ILLINOIS 


‘on 
4 
‘ 
your knowledge and judi iS U 
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Now—the greatest minds and ideas of thirty centuries— 


‘ 


yours for more successful living today 


ENCYCLOPAEDIA BRITANNICA in collaboration with the UNIVERSITY OF CHICAGO 


present... 


GREAT BOOKS 


OF THE WESTERN WORLD 


with amazing new 


SYNTOPICON 


the “idea-interpreter’’ 


Through the development of an amazing, new literary invention... 
you can now master the world’s greatest classics— 


Yes, through the development of an in- 
genious new literary tool—called the syn- 
TOPICON—the Great Books of the Western 
World, those great masterpieces of litera- 
ture you've always wanted to read—can be 
read easily—in just 30 minutes a day. 


No longer is it necessary to deprive your- 
self of the benefits and enjoyment the Great 
Books bring, on the grounds that you 
“don’t have the time.’’ The masterful writ- 
ings included in these volumes—spanning 
thirty centuries and the whole record of 
Western Culture—have been carefully 
selected by a group of the world’s most 
eminent scholars. They are now magically 
opened for you by the unique SYNTOPICON, 


GREAT BOOKS OF THE WESTERN WORLD con- 
tain 443 works by 74 authors—Homer, 
Plato, Aristotle, Hippocrates, Thomas 
Aquinas, Machiavelli, Shakespeare, Augus- 
tine, Spinoza, Kant, Dostoevsky, Freud... 
to name just a few. Chances are, however, 
that no private library or collection can 
boast them all. Twelve of them 
are not available in English. 


These works are indispensable 
to the liberal education of a 
free man in the Twentieth 
Century. To every man they 
are a challenge to raise him 
self above the level of the 
commonplace. They bring you 
and your family the wisdom 
and culture that have ripened 
and mellowed with the passing 


Send NOW for 
FREE BOOKLET! 


39 minutes a day! 


centuries ...enabling you to speak with ease 
and authority on the widest variety of sub- 
jects. You can have at your instant com- 
mand the thoughts of the world’s finest 
intellects to aid you in gaining greater 
material success in the business world and 
greater spiritual and mental attainment. 
And now with the help of the amazing 
SYNTOPICON, the Great Books can be yours, 
and your family’s—not just to own—but 
to live with, profit from, and enjoy for a 
lifetime. Yes, the greatest minds and ideas 
of thirty centuries can now be yours—for a 
more satisfying life today. 


Handsome brochure offered FREE! 
A costly full-color brochure that tells the com- 
plete story of Great Books of the Western World 
and the SYNTOPICON can be yours, free and with- 
out obligation, if you act now. To obtain your 
copy of this handsome booklet, just fill in and 
mail the coupon today. The supply of this costly 
brochure is necessarily limited—-so avoid the 
chance of disappointment, mail the coupon now! 


GREAT BOOKS OF THE WESTERN WORLD, DEPT. 103-8 
425 N. Michigan Avenue, Chicago 1, Illinois 

Please send me, free and without obligation, your hand 

some brochure which pictures and describes GREAT 

BOOKS OF THE WESTERN WORLD and the 
revolutionary SYNTOPICON in exciting full detail 

Also include complete information on how } may obtain 
this magnificent set, direct from the publishers, on your 


special budget plan | 


Name 
(Please Print) 


Address 


City State 


| 
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when your patients need to be 


You will find that “Dexedrine’—a standard 
antidepressant—helps dispel apathy and 
lethargy, restoring optimism, energy and a 
sense of well-being in your depressed patients, 
‘Dexedrine’ is available as tablets, elixir, and 


Spansule? sustained release capsules. 
| sustained release cay 


Smith, Kline & French Laboratories, Philadelphia 


Dexedrine’ 


Keg. US. Pat. Off. for dextro-amphetamine eu 


TIM. Keg Pat. Of 


| 

2 
XXI 
XXIII 
4 


From 
CONFUSION 


NICOZOL relieves mental 
confusion and deterioration, 
mild memory defects and 
abnormal behavior patterns 
in the aged. 


NICOZOL therapy will en- 
able your senile patients to 
live fuller, more useful lives. 
Rehabilitation from public 
and privateinstitutions may 
be accomplished for your 
mildly confused patients by 
treatment with the Nicozol 
formula, ! 2 


NICOZOL is supplied in cap- 
sule and elixir forms. Each 
capsule or 2 teaspoonful toa 


contains: 
NORMAL 


Pentylenetetrazol. 100 mg. 


Nicotinic Acid ......50 mg. BEHAVIOR 


1. Levy, S., JAMA,, 153:1260, 1953 


2. Thompson, L., Procter R., PATTE FOR 


North Carolina M. J., 15:596, 1954 


WRITE for FREE NICOZOL 


DRUG SPECIALTIES, INC. 
WINSTON-SALEM 1, 


for professional samples of 
MICOZOL capsules and literature on 
NICOZOL for senile psychoses. 


Sole Distributors in California, The Brown Pharmaceutical Co., Los Angeles 
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THE ANDERSON SCHOOL 


Staatsburg-on-Hudson, New York 


The Anderson School is a co-educational, residential school, with elementary, junior and senior 
high school, and a postgraduate program. The school is accredited by the New York State 
Department of Education, and a majority of its graduates regularly enter college or junior college 
It is psychiatrically oriented and is well equipped with the most modern methods and procedures, 
not only in academic, recreational and modern school environment fields, but particularly in per 
sonnel and — of each individual student. A full-time psychiatrist and Se are in 
residence. Our work emphasizes a much wider concept of student training and growth than is 
conceived of in ape: day education. Educating the student as a person, adjusting and maturing 
his personality a primary aim. 


V. V. Anverson, M.D., LL. D., Director 


For further information write to 
Lewis H. Gace, Headmaster 


84 miles from New York City Telephone: Staatsburg 357 


The BRETT SCHOOL 
DINGMANS FERRY, PENNSYLVANIA 
In the Foothills of the Poconos 


Intensive, highly individualized personal training for a 
small group of girls over five years of age. Carefully 
chosen staff. Special modern teaching techniques and pro 
gram of therapeutic education. Varied handicrafts, cook 
ing, nature study and field trips. Outdoor games, picnics 
and other activities. Comfortable, homelike atmosphere 
Close cooperation with family physician. 70 miles from 
New York City 


Telephone Dingmans Ferry 8138 References 


Directors: Fraaces M. King, formerly Director of the Seguin School 
Catherine Allen Brett, A. 


Child Psychiatry Service 


THE MENNINGER CLINIC 


THE SOUTHARD SCHOOL THE CHILDREN’S CLINIC 


A residential school for elementary Outpatient psychiatric and neurologi 
grade children with emotional and evaluation of infants and children to 
behavior problems. eighteen years 


J. COTTER HIRSCHBERG, M.D., Director Topeka, Kansas; Telephone 35-6494 


ENTER NEW SUBSCRIPTIONS AND RENEWALS ON THIS FORM 


AMERICAN JOURNAL OF PSYCHIATRY 19 

1270 Avenus or THE AmeRicas, Room 310 Date 

New Yore 20, New Yore 

Enclosed herewith is $ for one year's subscription to the AMERICAN JOURNAL 
OF PSYCHIATRY beginning with Volume Number 


NAME 


ADDRESS 
SIGNATURE 


Subscription $12.00 a year or by the Volume. Foreign Postage $1.00 extra. Canada and South 
America Postage $.50 extra. New Volume began July 1956 issue 
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ELECTRONARCOSIS 
BIBLIOGRAPHY 


In 1950 we published a bibliography on 
electronarcosis. During subsequent year 
we offered new pages for addition and/or 
insertion, thus endeavoring to bring the 
work up-to-date, correct errors in spelling, 
ete., and add old articles not previously 
known to our researchers 

In March, 1957, we will publish a com- 
pletely revised bibliography. The publica 
tion, as heretofore, will be bound in a 
letter-size folder, thus permitting use either 
on a booksnelf, or filing in a file-cabinet 
It will contain at least 320 articles (chron 
ologically numbered), 300 authors (alpha 
betically indexed, with cross-references to 
each article), and 70 abstracts (principally 
foreign language articles) 

Orders are now invited at cost: $1.10 
per copy for standard binding; $1.60 per 
copy for the flat-opening binding. A copy 
will be furnished without charge, upon a 
letterhead request, to medical libraries 
and to doctors currently using an Elec 
tronicraft instrument. Every request for 
a free copy must be accompanied by 
25 cents for mailing cost. 


Electronicraft Company 


410 Douglas Building, 

257 South Spring Street, 

Los Angeles 12, California. 
Tel.: MAdison 5-1693 - 5-1694 
Cable address: GLISSANDO 


Extension of the reduced subscription rate 
of $5.00 (less than one-half the regular rate) 
for the AMERICAN JOURNAL OF PSY- 
CHIATRY has been authorized to include 
medical students; junior and senior internes; 
first, second, and third year residents in 
training; and graduate students in psychol- 
ogy, psychiatric nursing, and psychiatric so- 


cial work. 


In placing your order, please indicate 
issue with which subscription is to start. 
Send subscriptions to: 
THE AMERICAN JOURNAL OF 
PSYCHIATRY 
1270 Avenue or THE Americas 


New 20, New 


Keep and protect your Journals in this new 
VOLUME FILE CASE 


ATTRACTIVE 

INEXPENSIVE 

SERVICEABLE 

Note new price: $2.50 each: 
3 for $7.00 


Please add 25 cents postage for each 
file ordered 


ORDER DIRECT FROM 


AMERICAN JOURNAL OF PSYCHIATRY 


1270 Avenue of the Americas 
New York 20. N. Y. 


WHEN ORDERING PLEASE SPECIFY VOLUME NUMBERS 
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esthrook Sanatorium 


A private psychiatric hospital em- Staff PAUL V. ANDERSON, M.D... Provident 
EX BLANKINSHIP, M.D., Medical Directo 
ploying modern diagnostic and treat- 


JOUN R. SAUNDERS, Assistance 
ment procedures—electro shock, in- Medical Director 


sulin, psychotherapy, occupational THOMAS F. COATES, M.D., Associate 
AMES K. HALL, JR, M.D., Assets 
and recreational therapy —for nervous 
CHARLES A. PEACHEE, M-S., Clinical 
and mental disorders and problems of 


Psychologist 
addiction. RK. H. CRY TZER, Administrator 


Brochure of Literature and Views Sent On Request + P.O. Box 1514 - Phone 5-3245 


HIGH POINT HOSPITAL 


Port Chester, New York 
WEstmore 9-4420 


Ratio of one active psychiatrist for every four to five patients; each patient receives 
absolute minimum of three hours of psychoanalytic psychotherapy per week; highly 
individualized management, shock and drug therapies used adjunctively; therapy 
given by senior psychoanalysts, and resident psychiatrists under immediate super- 
vision of the Director; staff of medical consultants; near New York City. 


ALEXANDER GraLnick, M.D. F.A.P.A., Director 


Chief Consultants Associate Consultants 
Steruen P. Jewetrr, M.D Rutru Fox, M.D 
WituiaM V. Stcverserc, M.D., F.A.P.A. L. Crovis Hiraninc, M.D 


Assistant Medical Director Clinical Director 


Director of Research 
J. M.D. Mervyn Scuacunt, M.D. F.A.PLA 


Steruen W. Kempster, M.D 


Resident Psychiatrists 
Junius Atkins, M.D Frank G. D'Evia, M.D Jerome Duckman, M.D Enrique Martinez, M.D 


Psychologists 


MiILoreD SHeRrwoop Lerner, M.A Leatrice Sryvat ScuacntT, M.A 


Consultants 
H. Haroip Giss, M.D., F.A.CS Frank J. Massucco, M.D., 
FACS 


Arnoip J. Rooman, M_D., F.C.C.P 
Gynecology 


Internal Medicine 
Surgery 
Invinc J. D.DS. 


NATHANIEL J. Schwartz, M.D., 
F.AC.P. Dentistry 
Internal Medicine 
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HALL-BROOKE 


A licensed private hospital devoted to active treatment, analytically- 
oriented psychotherapy, and the various somatic therapies. 

A high ratio of staff to patients. 

Large occupational therapy building with a trained staff offers 
complete facilities for crafts, arts and recreation. Full program of 
outdoor activities. 

Each patient is under constant, daily psychiatric and medical 
supervision. 

Located one hour from New York on 120 acres of Connecticut 
countryside. 


HALL-BROOKE 
Greens Farms, Box 31, Conn., Tel.: Westport, CApital 7-5105 


George S. Hughes, M.D Robert Isenman, M.D. 

Leo H. Berman, M.D. John D. Marshall, Jr., M.D 

Alfred Berl, M.D. Peter P. Barbara, Ph.D. 

Louis J. Micheels, M.D. Heide F. and Samuel Bernard, Administration 


New York Office: 46 E. 73rd St., New York, N. Y., LEhigh 5-5155 


ee Modern Treatment Facilities @ Psychotherapy Em- 
phasized @ Large Trained Staff @ Individual Attention 
@ Capacity Limited @ Occupational and Hobby 


i 4 ~ Therapy @ Supervised Sports @ Religious Services 
Plus . 


auuesesummnmmmnms YOU patients spend many hours daily in healthful out- 


Y | \ door recreation, reviving normal interests and stimu- 
\ ( ()' ) WH lating better appetites and stronger bodies. . . all on 
| 


Florida’s Sunny West Coast . 
Rates Include All Services and Accommodations 


Brochure and Rates Available to Doctors and Institutions 


A MODERN HOSPITAL FOR Medical Director—SAMUEL G. HIBBS, M.D 


EMOTIONAL READJUSTMENT Director. LTER H. WELLBORN, JR., M.D 
ARTURO G. GO 
TARPON SPRINGS e FLORIDA in Paychiatry 
SAMUEL G. WARSO M. 
ON THE GULF OF MEXICO WALTER H. BAILEY, MD. 
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Founded in 1904 


HIGHLAND HOospITAL, Inc. 


ASHEVILLE, NORTH CAROLINA 
Affiliated with Duke University 


A non-profit psychiatric institution, offering modern diagnostic and 
treatment procedures—insulin, electroshock, psychotherapy, occupational 
and recreational therapy—ftor nervous and mental disorders 

The Hospital is located in a 75-acre park, amid the scenic beauties of the 
Smoky Mountain Range of Western North Carolina, affording excep 
tional opportunity for physical and nervous rehabilitation 
The OUT-PATIENT CLINIC offers diagnostic services and thera 

peutic treatment for selected cases desiring non-resident care 
R. CHARMAN CARROLL, M.D ROBT. L. CRAIG, M.D 

Medical Director Associate Medical Director 

JOHN D. PATTON, MD 
Clinical Director 


LIST OF FELLOWS AND MEMBERS 
OF THE 

AMERICAN PSYCHIATRIC ASSOCIATION 
1956-1957 


Gentlemen: I enclose $ for my 


copy of the new 1956-1957 APA 
Membership Directory. 


Address 


Mail to: 
EXECUTIVE ASSISTANT 
AMERICAN PSYCHIATRIC ASSOCIATION 


1270 AVENUE OF THE AMERICAS, Room 310 
New York 20, New York 


Nore: Directory available to members at $1.00, non-members $2.00 
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SANITARIUMS and PRIVATE HOSPITALS 


* 


BALDPATE, INC. 


GEORGETOWN, MASS. 
Fleetwood 2-2131 


Located in the hills of Essex County, 30 miles north of Boston 
For the treatment of psychoneuroses, personality disorders, psychoses, alco- 
holism and drug addiction. 
Occupation under a trained therapist, diversions and outdoor activities. 
Georce M. ScuLomer, M.D. 
Medical Director 


Harry C. Sotomon, M.D. 
Consulting Psychiatrist 


THE EMORY JOHN BRADY HOSPITAL 
401 SOUTHGATE ROAD, COLORADO SPRINGS, COLORADO 
MElrose 4-8628 
For the care and treatment of Psychiatric disorders. 
Individual and Group Psychotherapy and Somatic Therapies. 
| Occupational, diversional and outdoor activities. 
X-ray, Clinical Laboratory and Electroencephalography. 
E. James Brapy, M. D., Medical Director 
C. F. Rice, Superintendent 
Francis A. M. D. George E. Scott, M. D. 
Tuomas J. Hurey, M.D. Ropert W. Davis, M. D. 


BRIGHAM HALL HOSPITAL 


CANANDAIGUA, NEW YORK 
FOUNDED 1855 


Individual psychotherapy, occupational and recreational programs, shock 
therapy, selected cases of alcoholism and addiction accepted. 


Special consideration for Geriatric cases. 


W. Roy vanAllen, M.D. 
Physician in Charge 


CEDARCROFT SANITARIUM & HOSPITAL, INC. 
R. F. D. NO. 2, COLUMBIA ROAD, SILVER SPRING, MD. 


HE 4-9330 HE 4-9320 


Nine miles from Washington, D. C. — In rural Maryland 


Dedicated to the Care of neuropsychiatric disorders requiring special supervision and guidance. 
Individual and group psychotherapy, occupational and activity therapy emphasized. All other 
accepted therapies are available. 


Closed 
Medical Staff 


H. E. Andren, M. D. 


Member of N.A. P. P. H. 
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COMPTON SANITARIUM 
820 WEST COMPTON BOULEVARD 
COMPTON, CALIFORNIA 


and its Psychiatric Day Hospital facility 
BEVERLY DAY CENTER 
9256 Beverly Boulevard 
Beverly Hills, California 
\ Fully Accredited Institution in the Los Angeles Area 


G. Creswett Burns, M_D. Heten Ristow Burns, M.D Max Hayman, MD 
Medical Director Assistant Medical Director Clinical Director 


FAIR OAKS 


Incorporated 


SUMMIT, NEW JERSEY 


A 70-BED MODERN, PSYCHIATRIC HOSPITAL FOR 
INTENSIVE TREATMENT AND MANAGEMENT OF 
PROBLEMS IN NEUROPSYCHIATRY. 


20 MILES FROM NEW YORK CITY TELEPHONE CRestview 7-0143 


Oscar Rozett, M.D., Tuomas P. Prout, Jr., 
Medical Director Administrator 


FALKIRK IN THE RAMAPOS 


CENTRAL VALLEY, N. Y. 
Established 1889 

A private hospital devoted to the individual care of psychiatric patients. 

Falkirk provides a twenty-four hour admission service for acute psychiatric prob- 
lems. Out-patient facilities are available for suitable cases. A continued treatment 
service is maintained 

Members of the medical profession are invited to visit the hospital and inspect the 
available services 

Located 2 miles north of the Harriman Exit N. Y. State Thruway 
50 miles from N. Y. C. 


TELEPHONE: HIGHLAND MILLS 2256 
T. W. NEUMANN, JR., M. D., Physician in Charge 


THE HAVEN SANITARIUM INC. 
ROCHESTER, MICHIGAN 


M. O. WOLFE, M.D A psychoanalytically-oriented hospital 
Director of Psychotherapy for the diagnosis and treatment of 
2ALPH S. GREEN, M.D. mental and emotional illness 

Clinical Director 
GRAHAM SHINNICK Member of American and Michigan 

Vanager Hospital Associations 


Telephone: OLive 1-9441 
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OCEANSIDE GARDENS SANITARIUM, INC. 
Licensed by N. Y. State Department of Mental Hygiene 


A Private Psychiatric Hospital for Active, Individualized Treatment of 
Nervous and Emotional Disorders, and Addictions 


ELECTRO CONVULSIVE, INSULIN AND ENDOCRINE THERAPY 
DYNAMICALLY ORIENTED INDIVIDUAL PSYCHOTHERAPY 
OCCUPATIONAL AND GARDENING THERAPY 


KNUT HOEGH HOUCK, M_.D., F.A.P.A IRMA K. CRONHEIM, M.D.. A.P.A 
Physictar-tr-Charge Supervising Psychiatrist 
HANS W. FREYMUTH, M.D., A.P.A. THOMAS A. NACLERIO, M.D., A.P.A 
Clinical Dtrector Associate Psychiatrist in I'sychotherapy 
LUDWIG LEWIN, Pux.D 
Administrative Director 


24 Harold Street OCEANSIDE, L. 1, NEW YORK ROckville Centre 6-4348 


RING SANATORIUM 
EIGHT MILES FROM BOSTON 
Founded 1879 


For the study, care, and treatment of emotional, mental, personality, and habit disorders. 


On a foundation of dynamic psychotherapy all other recognized therapies are used as 
indicated. 


Cottage accommodations meet varied individual needs. Limited facilities for the continued 
care of progressive disorders requiring medical, psychiatric, or neurological supervision. 


Full resident and associate staff. Courtesy privileges to qualified physicians. 
BENJAMIN SIMON, M.D., Director E. Wurre, M.D., Assistant Director 
Arlington Heights, Massachusetts Mission 8-0081 


RIVER CREST SANITARIUM 
NEW YORK CITY 
Founded 1896 
Modern Facilities for the individual care and treatment of nervous, mental, alcoholic and 


geriatric patients. All recognized therapies available according to the needs of the individual 
patient. 


Courtesy privileges to qualified physicians. American Hospital Association Member. 
Approved for residency training in psychiatry. 
Layman R. Harrison, M. D. Martin Dollin, M. D. Sandor Lorand, M. D. 
Medical Director Clinical Director Director of Psychotherapy 


Twenty Minutes from Mid-Manhattan 
Astoria 5, New York AStoria 8-8442 | 


Phone: WINDSOR HOSPITAL Established 
Cilestnut 7-7346 A Non Profit Corporation 1898 


CHAGRIN FALLS, OHIO 


A hospital for the treatment of Psychiatric Disorders. Booklet available on request. 


Joun H. Nicuors, M.D. G. PauLine WELL Ls, R.N. Herpert A. Jr. 
Medical Director Administrative Director Secretary 


MEMBER: American Hospital Association - Central Neuropsychiatric Hospital 
Association - National Association of Private Psychiatric Hospitals 


Accredited: by the Joint Commission on Accreditation of Hospitals 
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“MYSOLINE" effectively controls 


grand mal and psychomotor seizures 


Control of seizures was obtained in 57 per cent of 97 grand 
mal patients where “MysoLine” was used as initial therapy; 
an additional 22 per cent were improved.' In patients 
refractory to previous standard medication, Pence? obtained 
improvement to complete control in 70 per cent of cases. 
In his study, ““Mysoutne” was added to current medication 
and in some cases this was replaced by ““Mysouine” alone. 
He observed that patients can usually remain under control 
without necessitating dosage increases above the established 
maintenance level. “Grand mal convulsions, psychomotor 
automatisms and focal motor convulsive disorders respond 
most readily to this drug.” 


NoraBLy From Serious Toxic Errects 


Urinalyses and blood counts during therapy failed to reveal 
any abnormalities.? When side reactions do occur, they 

are usually mild and transient and tend to disappear 

as therapy is continued. 


“MYSOLINE: 


Brand of Primidone 


in epilepsy 


Supplied: 0.25 Gm. scored tablets, bottles of 100 and 1,000. 
LITERATURE ON REQUEST 
1. Livingston, S., and Petersen, D.: New England J. Med. 254:327 (Feb. 16) 1956. 


2. Pence, L. M.: Texas State J. Med. 50:290 (May) 1954. 
3. Berman, B. A.: Am, Jj. Psychiat. 112:541 (Jan.) 1956. 


Ayerst Laboratories + New York, N.Y. + Montreal, Canada 


‘“Mysoline”’ is available in the United States by arrangement with Imperial Chemical 
(Pharmaceuticals) Limited. 
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STUDY * TREATMENT * TRAINING ° RESEARCH 


THE 
DEVEREUX 
FOUNDATION 


@ nonprofit organization 


Schools, Communities, Camps 


Separate facilities and campuses, includ- 
ing academic and vocational high schools, 
serve the needs of different age groups 
and levels of interest, from pre-kinder- 
garten to maturity. Dynamic Therapeu- 
tic- Education provides social an 1 intellec- 
tual growth and emotional development 
through therapeutic guidance. 


Address: John M. Barclay, Director of Development, Devon, Pennsylvania 


Schools 


UNDER THE DEVEREUX FOUNDATION 
HELENA T. DEVEREUX, Director 


Professional Associote Directors 
ROBERT BRIGDEN, Ph.D. EDWARD FRENCH, Ph.D. 
MICKAEL DUNN, Ph.0, ROSERT T. GRATTAN, MO, 
4. CLNPFORD SCOTT, MD. 
Santa Barbara, California Devon, Pennsyivania 
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